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Original Communications 


THE CORRELATION OF UTERINE AND TUBAL CHANGES IN 
TUBAL GESTATION* 


By Emit Novak, M.D., aNnp H. LAurRAN Darner, M.D., BALtTIMore, Mp. 
(From the Gynecological Department of Johns Hopkins Medical School) 


r has long been known that the occurrence of tubal pregnancy ealls 
forth a more or less marked decidual reaction on the part of the 
uterine mucosa. There is, however, no unanimity of opinion as to the 
correlation of these uterine changes with those noted in the pregnant 
tube and with the clinical symptoms presented by the patient. Many 
points of practical importance are bound up with this general ques- 
tion. For example, one frequently reads the statement that the micro- 
scopic examination of the uterine scrapings in a ease of suspected 
tubal gestation is of great value in arriving at a correct diagnosis. 
This statement, as we shall try to show, is correct only when strongly 
qualified. Again, much interest attaches to the study of the uterine 
mucosa as a source of the bleeding in cases of tubal pregnancy. This 
question, so thoroughly studied by Sampson? in 1913, has been recently 
reopened by the contributions of Polak and Welton? and others. In 
addition, there are, of course, certain questions of more purely patho- 
logic interest to be considered, such as the perennial one of whether 
or not a genuine decidual reaction is to be observed in the tube, and 
if so, whether it is in any degree comparable to that seen in the uterus. 
It is only with such matters of correlative interest as those we have 
just indicated that we shall concern ourselves in this paper. 
Material Studied.—The material which we have been able to gather 
as bearing on this question consists of twenty-one cases of tubal preg- 


*Read at a meeting of the New York Obstetrical Society, December 8, 1924. 
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naney in which the uterine mucosa, as well as the pregnant tube, is 
available for study. In fifteen of these cases hysterectomy had been 
performed for one indication or another. Most frequently the reason 
for the hysterectomy was the presence of extensive pelvic inflamma- 
tory disease, with a functionally worthless opposite tube. In a few 
cases, the latter had already been removed at a previous operation. 
The uterus was never removed merely because of the possibility of a 
repetition of tubal pregnancy. In three eases the uterine mucosa was 
available for study because a curettage had been performed before 
the laparotomy, although the uterus itself was not removed. Finally, 
in three cases, at least some idea of the endometrial process was ob- 
tained from the study of uterine casts which had been expelled by the 
patient. 

The study of this comparatively small series in which both tubal and 
uterine changes could be observed was, of course, supplemented by 
the elinieal and pathologie review of a far larger number in whieh 
the much more common procedure of salpingectomy or salpingo- 
oophorectomy alone had been carried out. Many of these cases were 
very pertinent as regards certain aspects of our investigation. For 
instance, even without a study of the endometrium, much evidence as 
to the causes of the uterine bleeding can be obtained from a considera- 
tion of the tubal pathology itself, as we shall try to show. 

Our material was obtained from cases operated upon in the Johns 
Hopkins Hospital, together with a number encountered in the private 
practice of one of the present authors. One of the cases was made 
available for study through the kindness of Dr. George L. Streeter, 
director of the Carnegie Laboratory of Embryology, who generously 
placed his extensive collection entirely at our disposal and extended 
the most helpful cooperation in many ways. 


THE DEVELOPMENT AND FATE OF UTERINE DECIDUA IN CASES OF TUBAL 
PREGNANCY 


Very soon after the occurrence of fertilization—just how soon we 
eannot state with precision—decidual transformation of the endome- 
trium is noted. There is no sharp dividing line between the histologie 
picture of premenstrual hypertrophy of the endometrium and that of 
the young decidua. The former is properly spoken of, from a teleo- 
logical standpoint, as a pregravid endometrium. In other words, the 
endometrium of every woman during reproductive life prepares itself 
once every lunar month for the reception of an impregnated ovum. 
If pregnancy does not occur, the preparation in the endometrium is 
rendered unnecessary and the transformed endometrium, or at least a 
considerable portion of it, is cast off. If, on the other hand, the egg 
is fertilized, it finds a bed already prepared for it in the modified 


endometrium, which passes by easy stages into outspoken decidua. 
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The histologic structure of the latter is so well known that we shall 
not stop to diseuss it here. Suffice it to say that the decidual trans- 
formation is noted whether the pregnancy be intra- or extrauterine. 
This much is universally accepted. Considerable confusion, however, 
exists as to the later course of events. 

It seems safe to assume, although we have no direct evidenee bear- 
ing on the point, that in the suppositious case of tubal pregnaney ad- 
vancing without interruption to the later months, the uterine decidua 
would exhibit the same features as the decidua vera of intrauterine 
pregnancy, with perhaps the absence of such thinning and atrophy 
as is explained by the mechanical pressure of the amniotie contents. 
Unfortunately, however, the course of the tubal fetus does not run 
so smoothly as does that of the more happily located uterine embryo. 
It usually survives only a short time, and its death exerts a very pro- 
found influence upon the uterine decidua. This is thrown off, either 
in one large cast of the uterine cavity or in particles of much smaller 
size, 

In the former event the patient is likely to note the expulsion of the 
cast, but in a large proportion of the cases, the physician does not 
get an opportunity of studying it. Only too frequently it is not ob- 
served or its importance is not appreciated by the patient, and the 
tissue is not secured for study. We are convinced that the expulsion 
of uterine casts oeeurs far more frequently than is commonly believed. 
Polak believes that casts are actually expelled in fully 50 per cent 
of all cases, and we do not believe that this estimate is too high. 

It is probably true, however, that in not a few eases, intrauterine 
degenerative changes, perhaps of autolytic nature, cause a disintegra- 
tion of the east before expulsion. It is probable, also, that the decidua 
is in some cases thrown off in small particles from the deeper uterine 
layers, so that in sueh cases no uterine cast is expelled by the patient. 

A. striking feature of the early decidua is the presence of many 
venous channels, especially in the superficial portion of the compacta 
and, even more, in the line of junction of the compacta and spongiosa. 
This distribution was well brought out in the injection studies of 
Sampson. The latter believes that these veins are the source of the 
uterine bleeding. It seems quite probable, too, that they may play 
a role in the separation of the decidua. We have been struck by the 
frequent finding of thrombosis in these large spaces (Fig. 1). It is 
so common as to seem physiologic in character. Perhaps it is due to 
some biochemical factor engendered in the mueosa, and it is possible 
that by blocking the circulation this thrombosis may bring about the 
casting off of the more superficial layers. A similar though less ex- 
tensive process is seen in the early stages of menstruation. 

The separation and expulsion of the uterine decidua in cases of 
tubal pregnancy must at once call to mind the casting off of the cor- 
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responding layers in the nonpregnant woman at the time of menstru- 
ation. It now seems probable* that the compact layer and a greater 
or lesser portion of the spongy layer are characteristically thrown off 
at the menstrual periods, and that regeneration of the endometrium 
proceeds chiefly from the basal layer, which is not cast off. There is 
every reason to believe that regeneration after the expulsion of the 
uterine cast seen with ectopic pregnancy proceeds in essentially the 
same manner. The degenerative changes of menstruation are appar- 
ently caused by the death of the ovum thrown off at the immediately 
preceding ovulation, usually something like two weeks previous to 
the beginning of the flow. This ovum, hypothetically, possesses a po- 
tential span of extra-follicular life of about two weeks, and the ter- 


_ Fig. 1.—Uterine decidua, showing large venous channels, often thrombosed, occur- 
ring just beneath the surface and at the junction of the compact and spongy layers. 


mination of this span before fertilization means that the menstrual 
decidua will be thrown off. 

In the same manner it seems that the life of the uterine decidua is 
bound up with the life of the impregnated ovum. As long as the 
embryo, uterine or tubal, is alive, the decidua is intact. When the 
embryo dies, the decidua undergoes the degenerative change above 
deseribed. There are several facts which make it difficult to correlate 
chronologically the death of the embryo and the degeneration of the 
decidua. In eases of tubal pregnancy, the death of the fetus is obvi- 
ously harder to determine clinically than in cases of uterine preg- 
naney, in which the fetus is quite commonly expelled from the uterus. 
Again, even though fetal death is responsible for the throwing off of 
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the decidua, it must not be assumed that the sequence is always an 
immediate one. This point was well illustrated in one of our recent 
cases, in which operation showed a live fetus of about three months’ 
development. Incidentally, this patient had had no vaginal bleeding. 
It was predicted that the decidua would be expelled soon after the 
operation. However, it was nearly seventy-two hours before this ex- 
pulsion occurred. It is probable that a much longer period elapses 
in many cases. In other words, the expulsion of a cast signifies that 
the embryo has succumbed, but just how long a time before, one 
cannot say. 

What has just been said as to the throwing off of decidua is clearly 
demonstrable in at least a certain proportion of cases, i.e., those in 
which definite casts are thrown off. It cannot as yet be accepted that 
this same mechanism occurs in all cases, although this is possible. As 
stated above, the decidua is in some cases thrown off in small frag- 


Fig. 2.—Uterine mucosa from a case of tubal pregnancy in which vaginal bleeding 
had been present for many weeks. The decidua has apparently long since been cast 
off, although remnants of it are still to be seen. The regeneration of the mucosa is 
a quite complete, and it now appears as a postmenstrual endometrium, with 
ntact surface. 


ments rather than in one large cast. There are many, however, who 
believe that the decidua often merely undergoes a process of shrink- 
age or involution, and that loss of tissue is not the invariable rule. 
Indeed, it is so rarely that one obtains sections of the uterine wall in 
which the decidua is ‘‘caught in the act’’ of expulsion that one can 
scarcely speak dogmatically on this point. Fig. 2, we believe, shows 
the process of detrusion going on. Particles of decidua are lying free 
after their detachment, while the epithelial re-covering of the deeper 
layers is already well under way. 

In only one ease did we encounter an endometrial picture which 
was not easy to reconcile with the views here expressed. This was in 
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a uterine scraping from a ruptured tubal pregnancy in which there 
had been at least slight external bleeding for two weeks. It was diffi- 
cult to decide whether the histologic picture in this case was to be 
construed as a slightly retrogressive decidua, or whether it merely 
represented a decidual reaction which was somewhat less marked than 
is often observed. On careful inquiry into the history we found that, 
while there had been a slight show of blood for two weeks before the 
operation, this can probably be explained by the patient’s admission 
that she had repeatedly inserted an orange stick into the uterus for 
the purpose of producing an abortion. The pregnant tube was the 
seat of a hematosalpinx, in which numerous well-preserved villi were 
seen. This at once brings up the question of whether or not the fetal 
trophoblast can retain its viability even after the death of the embryo, 
i.e., Whether it can still proliferate and perhaps give off a hormone 
which, as it were, protects the decidua from dissolution. This question 
was studied many years ago (1892) by Berry Hart, who denied the pos- 
sibility of a persistent trophoblastic activity after the death of the 
fetus. There is much reason, however, to doubt his conclusions. Cer- 
tainly such a hang-over of trophoblastic activity would go a long way 
toward explaining the persistence of the bleeding in many cases of both 
intra- and extrauterine pregnancy. 

The microscopic appearance of the villi is often an untrustworthy 
criterion of the life or death of the embryo. It is not infrequent to 
find that, even in an obviously old ruptured pregnancy, many of the 
villi are quite well preserved, while in other cases, in which the history 
indicates that the embryo has only very recently been destroyed, villi 
may be seen which show advaneed degeneration. It is not unusual, 
in either intrauterine or extrauterine pregnancy, to find well-preserved, 
sharply staining villi side by side with villi showing extreme fibrotic or 
myxomatous degeneration. Presumably these differences are depend- 
ent upon whether the fixation of the particular villi to the tubal wall 
has been preserved or lost. It is thus not hard to conceive that some 
villi are still physiologically active and that others are physiologically 
dead. This would perhaps explain why the uterine bleeding of tubal 
pregnancy may in some eases persist for many weeks, even though 
the endometrium itself is perfectly normal. We know too little as 
yet concerning the biochemist ry of the reproductive apparatus to do 
more than theorize on such questions as this, but structural changes 
alone fail to explain much of the varied symptomatology of extra- 
uterine pregnancy. 

It would, of course, be interesting to study the mechanism of de- 
cidual separation in these eases by examining uteri in which this 
separation is actually going on. The securing of uteri at this par- 
ticular phase, however, must necessarily be only an oceasional lucky 
find. Fig. 2, already alluded to, we believe illustrates the process very 
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clearly. A second instance encountered in our series was observed 
in a woman who had had amenorrhea for two months and then had 
been taken with severe pains and bleeding, suggesting that the fetus 
had probably suecumbed. At operation four days later the cast had 
not yet been thrown off, but an examination of the decidua showed in 
many places a definite line of separation forming, even on naked-eye 
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examination (Figs. 3 and 4). This is borne out by the microscopic 


Fig. 5.—Interior of uterus in a case of cornual pregnancy, showing large shaggy 
decidual mass which was apparently soon to be thrown off. See also Figs. 4 and 5. 


_ Fig. 4.—Cut surface of uterus shown in Fig. 3 Note the thick decidua still in 
situ, although evidences of its separation are already apparent. 


examination, by which the line of separation is clearly discernible 
(Fig. 5). 

irom what we ean learn by the study of decidual easts, it would 
seem safe to conelude that the separated portion consists chiefly of 
the compacta, with often a greater or less portion of the spongiosa. 
There is considerable variation in the thickness of casts, as shown by 
a comparison of Figs. 6 and 7. The analogy with the menstrual 
decidua would seem quite complete. The regeneration of the endo- 
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metrium, after the casting off of the decidua, apparently proceeds 
chiefly from the basalis, as after menstruation. It soon assumes the 
characteristies of the normal nonmenstruating endometrium, and, as 
obtained at operation, is most commonly of the interval type, with 
little or no evidence of its former decidual characteristics (Fig. 8). 

In a recent paper Polak and Wolfe* called attention to the interest- 
ing fact that if the uterus be curetted in a ease of tubal pregnaney, 
and the latter proceeds in its development, a new decidual reaction 
takes place in the uterus. This is just exactly what one would expect, 
and although we have had only one opportunity to demonstrate this 
fact histologically, we are convineed of its general correctness. Our 
patient (Case 2) had been curetted ten days before admission to the 


Fig. 5.—Microscopic appearance of decidua shown in Figs. 3 and 4. To the right 
is seen the separating cast, made up of the compact layer and the upper layers of 
the spongiosa. The surface itself is not shown in this picture, but it consisted of a 
very flat epithelium. 


hospital. The abdominal operation was preceded by a curettage, the 


eurettings showing definite decidual reaction. A living embryo was 
found when the abdomen was opened. 


STRUCTURE OF DECIDUAL CASTS 


Just what thickness of the decidual layer is cast off we have no way 
of determining except by a study of the structure of uterine casts or 
an examination of the uterus after the tissue has been thrown off. 
The latter is, of course, rarely possible before regeneration has ad- 
vanced to a greater or less degree, so that our information must come 
chiefly from the microscopic examination of the easts. When in a 
good state of preservation these are found to consist of the upper 
or compact layer of the decidua, with at times a portion of the deeper 
or spongy layer. The surface of a typical cast is covered with a single 
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Fig. 6.—Microscopic structure of a thin cast, made up of only the upper stratum of 
the compact layer. 


Fig. 7.—A thick cast, comprising the entire compact layer, with also a small 
portion of the spongiosa. Note the broad field of decidual cells, the thrombosed veins, 
the infiltrating leucocytes, the very flat epithelium of the few glands which are shown, 
etc. 
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layer of flattened epithelium. Beneath this is a great field of typical 
decidual cells, characterized by their mosaic arrangement, their poly- 
gonal outline, and the large, rather pale nuelei (Fig. 7). Among 
these cells are to be seen a greater or lesser number of thin-walled 
blood vessels, not infrequently thrombosed. There is also consider- 
able infiltration with polymorphonuclear leucocytes, as well as mono- 
nuclear cells which are perhaps of lymphocytic nature. This latter 
statement, it may be added, is questioned by some, who look upon 
these round cells as of stromal nature and as precursors of the de- 
cidual cells themselves. 


Fig. 8.—The completely regenerated endometrium, in a case where vaginal bleed- 
ing has been present many weeks, and where the embryo has long since succumbed. 
All trace of decidual reaction has disappeared, so that the microscopic examination 
of curettings from such a case would be of no diagnostic value. This, moreover, is 
the type of case most commonly encountered. 


Glands are few and far between in this compact layer. They occur 
usually in the form of slit-like lumina lined by a very flat endothelium- 
like epithelium. In some casts there is a considerable amount of the 
spongiosa below the compact layer just described. In these there are 
seen a considerable number of the characteristic pregnaney glands. 
These are, in very young decidua, markedly tortuous, with low and 
pale-staining epithelium. In the slightly older cases the glands lose 
some of their tortuosity, possessing large and only slightly irregular 
lumina lined by very flat epithelium. At times, indeed, it is difficult 
on superficial examination to distinguish them from lymphatic spaces. 
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THE VALUE OF DIAGNOSTIC CURETTAGE IN TUBAL GESTATION 


It is only occasionally that the microscopic examination of uterine 
curettings is invoked in the diagnosis of tubal pregnaney. At times, 
however, this is justifiable, as in suspicious cases of uterine bleeding 
occurring in obese women. It may be impossible to distinguish be- 
tween the bleeding of a tubal pregnaney which cannot be palpated 
and that of incomplete early abortion of an extrauterine pregnaney. 
The occasional diagnostic value of curettage in cases of suspected tubal 
pregnancy is well illustrated in two cases recently reported by Cullen.” 

If definite decidual tissue is obtained at curettage, and if it be not 
accompanied by chorionie villi, one is justified in thinking of the 
probability of extrauterine pregnancy. This, however, will not in- 
variably prove to be correct, as the ease reported by Frank® clearly 
illustrates. This patient had had amenorrhea for two months, fol- 
lowed by slight occasional spotting. There were some subjective signs 
of pregnancy, -together with attacks of fainting, but no pain. The 
uterus was slightly enlarged. Several days later she passed a typical 
triangular cast, made up of fully developed decidua without villi. 
A diagnosis of tubal gestation was made, but the next day the pa- 
tient, just before leaving for the hospital, passed another small mass, 
which proved to be a small degenerated ovum. She then rapidly re- 
covered. Frank interprets the course of events in this case as due to 
a separation of the ovum from the decidua, followed by its complete 
enclosure in blood, and later by a throwing off of the decidua alone 
with further bleeding. This would explain the absence of villi in 
association with the decidua. Such an occurrence would, of course, 
be exceptional, for as a rule one is reasonably sure to find villi in 
curettings from patients who have aborted so recently as to show 
well-formed decidua. In this connection we must emphasize the im- 
portance, in all doubtful cases, of examining a large number of see- 
tions from all parts of the euretted material. One of the most common 
errors in most laboratories of gynecologic pathology is lack of thor- 
oughness in this respect. 

As regards the recognition of decidual tissue under the microscope, 
especially if villi be not observed, one must of course never lose 
sight of the fact, already mentioned, that the premenstrual hyper- 
trophy of the nonpregnant endometrium not infrequently is so pro- 
nounced as to simulate the appearance of decidua very thoroughly. 
As a rule, it is true, the stromal cells show only a suggestion of the 
true decidual transformation, while the glandular hypertrophy is also 
less marked. At times, however, the distinction is not so easy. 

When curettage is done in eases of tubal pregnancy, it is almost 
always in cases where uterine bleeding has been present for a eon- 
siderable time, i.e., where the embryo has long since died and usually 
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been absorbed, and where the decidua has long since been east off. 
Under these conditions microscopic examination commonly yields a 
normal endometrium, with no evidence of the deecidual change which 
was present at an earlier period. The picture is usually that of a post- 
menstrual or interval type of endometrium (Fig. 8). The explanation 
of this seems simple enough in the light of what has been said in the 
preceding section, and yet one will seek a long time for a proper 
presentation of the point in the textbooks and literature generally. 
The impression commonly conveyed is merely that tubal pregnancy 
sauses uterine decidual change, without accompanying this statement 
with the proper chronologic and other qualifications. Hence one 
frequently hears surprise expressed if a normal, nondecidual endo- 
metrium is found in association with a tubal gestation. It need 
seareely be added that the foregoing discussion of the diagnostic 
value of curettage in tubal pregnancy has been along purely patho- 
logie lines, and that we are not here concerned with such questions 
as, for example, the definite danger of rupturing a tubal sae by a 
roughly performed curettage. 

From what has been said it may be concluded that in a large pro- 
portion of cases, more particularly in those in which bleeding has 
been a symptom, little or no information of diagnostic value is to be 
looked for from the microscopic examination of the uterine scrapings. 

In our own series of twenty-one cases, eleven showed an endo- 
metrium of the normal postmenstrual or interval type, so that curet- 
tage in such cases would have given no help in the diagnosis. In 
seven cases there was definite decidual change, so that in these, some 
help would have been obtained from curettage. In practically all of 
these, however, curetting would have been contraindicated, as there 
was an amenorrhea, with of course the possibility of an intrauterine 
pregnancy. It should be emphasized, moreover, that in the present 
series there is an unusually large proportion of the cases with well- 
preserved decidua, owing to the manner of selection of the cases for 
this series. In any large consecutive series of cases of extrauterine 
pregnaney, the common type will be found to be that in which there 
has been abnormal uterine bleeding and in which the embryo has 
been destroyed. In these the endometrium will show no decidual 
characteristies, as a rule, so that eurettage is of no particular diag- 
nostie value. Sampson found twenty-four of his twenty-five cases to 
be of this bleeding type, and this would more nearly represent the 
usual proportion than does our own series. 


THE SOURCE OF EXTERNAL BLEEDING IN TUBAL PREGNANCY 


The thorough study of Sampson in 1913, already quoted, appeared 
to establish quite definitely that the source of the external bleeding 
in cases of tubal pregnancy is the endometrium. It may be added 
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that this is still the prevailing opinion, although Polak has recently 
suggested that in at least some cases, more particularly those of the 
interstitial type, the bleeding may have its origin in the tubal placental 
site itself. While this is perhaps true in a small minority of cases, 
the characteristic metrorrhagia of tubal pregnancy cannot be ex- 
plained in this manner. To illustrate, in one of our recent cases there 
had been moderately free bleeding from the uterus for several weeks. 
And yet there was not a drop of free blood in the pelvie cavity, the 
tube being the seat of a rather large hematosalpinx, in which abun- 
dant chorionic villi were found. Furthermore, the fimbriated ex- 
tremity was patent. It is scarcely conceivable that, if the bleeding 
arose in the tube, a considerable amount of blood would not have 
passed through the free end of the tube into the pelvic cavity, espe- 
cially as the uterine bleeding was quite free. We are convinced 
that in this case, and also in most other cases, the metrorrhagia 
is really of endometrial origin, and that it is at least initiated by the 
separation of the decidua. The latter, as we have seen, is caused by 
the death of the embryo. In other words, so long as the embryo is 
alive, the decidua is intact and there is no bleeding. 

In our series of twenty-one cases, uterine bleeding was a symptom 
in fifteen. The duration of the bleeding varied from a few days to 
many weeks. In all of these cases except two, the uterine mucosa was 
of the retrogressive nondecidual type, and in none of these thirteen 
was there a demonstrable embryo. One of the two exceptions was 
noted in a case in which there had been only a very slight show of 
blood at intervals for five weeks. At operation a well-formed, ob- 
viously live fetus, measuring 10 em., was found. On the day follow- 
ing operation a perfect decidual cast was expelled. The other ex- 
ception was seen in a recent case, already described above, in which 
slight bleeding had been present for two weeks before operation, but 
in which the bleeding was probably due to the patient’s efforts at 
inducing an abortion, beginning a few days after the missing of a 
menstrual period. At this early stage, of course, no fetus was found, 
but numerous well-preserved villi were present in the tube. The 
laparotomy had been preceded by curettage, and the curettings show 
definite decidual characteristics, in spite of the early termination of 
the pregnancy. 

By far the most interesting group of cases is that in which there 
was no uterine bleeding. There were six of these in our present series. 
The clinical picture presented by these cases was, of course, not the 
one which we commonly associate with extrauterine pregnancy. In 
most of them, however, the existence of this condition was strongly 
suggested by colicky pain, symptoms of intraabdominal hemorrhage, 
and the presence of a unilateral pelvic mass. In four of these cases a 
well-preserved, presumably live fetus was found, while in the other 
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two, both of which were very early, a fetus was of course absent, 
although well-preserved villi were present in the tube. In all of them 
there was a greater or less amount of abdominal hemorrhage, empha- 
sizing the fact that the latter is not by any means indicative of the 
termination of the pregnancy. Far more significant in this respect 
is the external bleeding, which was absent in all of these cases. The 
importance of the findings in this group of six cases seems to us suffi- 
cient to justify their presentation in at least a summarizing fashion. 


CASE 1.—M. B., age thirty-one, was seen by one of us (E. N.) on October 29, 
1924, in consultation with Dr. H. F. Cassidy. She had been married ten years with 
no preceding pregnancies. She was suffering severe pain in the right lower abdo- 
men. The last normal bleeding had oecurred on August 51, sinee when there had 
been no vaginal bleeding except for a very slight show on September 28. There 


had been slight nausea for one month. The right lower abdominal pain had begun 


Fig. 9.—Right tubal pregnancy, with live embryo (Case 1). There was no external 
bleeding, although the abdomen contained much blood. The uterine decidua is beau- 
tifully shown. Had the uterus not been removed with the pregnant tube, the decidua 
would have been expelled as a cast, probably within a few days after operation. 
Supracervical hysterectomy was done because of impossibility of further pregnancies 
(left salpingitis) and presence of many uterine myomata. Note the large corpus 
luteum of pregnancy in the right ovary. 


one week before the patient was seen. It was paroxysmal in character and accom- 
panied by a feeling of faintness at times. When seen the patient was having such 
an attack, the picture strongly suggesting an intraabdominal hemorrhage. The 
pelvic examination was practically negative except for some tenderness high up 
in the right side. No mass could be felt, although the patient’s very thick ab- 
dominal walls made examination very difficult. A diagnosis of right tubal preg- 
nancy, with intraperitoneal hemorrhage and a probably living embryo, was made, 
and this was borne out by the operative findings. The abdomen was full of blood. 
The pregnant right tube had ruptured, the placenta being still attached to it, 
while an intact embryonic sae was being extruded from the broad area of rupture. 
The right ovary was somewhat enlarged and showed a large corpus luteum of preg- 
nancy. The left tube was the seat of a moderate sized hydrosalpinx, while the 
uterus presented a number of myomata, the largest being about the size of a lemon. 


In view of these findings and the obvious impossibility of further pregnancies, it 
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was considered advisable to remove the right adnexa, the left tube, and the upper 
portion of the uterus, leaving sufficient of the latter to preserve menstruation. 
The patient made a smooth recovery. 

Fig. 9 shows the unusual specimen obtained in this case. Aside from the 
findings already described, the most interesting feature is the remarkable decidual 
transformation of the uterine mucosa. The decidua is fully 1 em. in thickness. It 
is still perfectly intact, with no evidence of separation. It is easy, however, to 
visualize the appearance of the cast which would have been thrown off had the 
uterus not been removed. The microscopic appearance of the uterine decidua is 
shown in Fig. 10. 


Fig. 10.—Microscopic appearance of decidua shown in Fig. 9. Note the contrast 
between the compact and the spongy layers, with the predominance of decidual cells 
in the former, and of glands in the latter. 


CASE 2.—A. R., age thirty-six, was seen on July 30, 1924, in consultation with 
Drs. B. O. McCleary and E. H, Henning. She had been married sixteen years and 
had three children, the ages being nine, seven, and five years. An operation 
for chronie appendicitis had been performed nine years’ previously. Men- 
struation had been normal until May 24, when the last regular period began. Fol- 
lowing this there was complete amenorrhea until July 20, when a single small clot 
was passed. There was moderate pain in the left lower abdomen. For some un- 
known reason, a physician then called in performed a curettage. Following this 
the patient continued to suffer pain, although there was still no vaginal bleeding. 
Examination on July 30, when the patient was admitted, showed a definite pelvic 
mass, chiefly leftsided, so that the existence of a tubal pregnancy seemed probable, 
although it was not easy to eliminate altogether the possibility of a pelvic in- 
flammatory disease following an incomplete abortion, or perhaps the curettage which 
was done at the patient’s home. A diagnostic curettage was therefore done as a 
preliminary to the laparotomy. The curettings showed a definite though moderate de- 
cidual reaction. As stated above, the appearance of the mucosa suggests that, after 
the previous curettage, a decidual reaction had again manifested itself in the uterus, 
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under the influence of the still living product of conception. The abdomen con- 
tained much blood. An intact amniotic sac 5 cm. in diameter was protruding 
through the rupture in the tube, very much as in Case 1. Through its transparent 
wall could be seen an embryo of about 4 em. Definite though feeble movements 


of the fetal extremities were easily discernible. The left adnexa were removed. 


CASE 3.—C. C., age twenty-seven years, was admitted on February 26, 1921. 
She had been married ten years and had had three children, the last three years 
previously. An operation for appendicitis had been done five years before. The 
last menstrual period occurred about two months before admission. Four days 
before entering she noticed a very slight spotting at times. For two or three weeks 
there had been occasional slight colicky pains in the left abdomen. On February 
25, the night before admission, there was a severe attack of pain in this region, 
with fainting, vomiting, and weakness. There was still a very slight vaginal spot- 
ting. She was admitted on February 26, at which time she presented unmistak- 
able evidence of internal bleeding, so that operation was done at once. The peri- 
toneal cavity was filled with blood. The uterus presented a remarkable picture, as 
depicted in Figs. 3 and 4. It was the seat of a ruptured cornual pregnancy. The 
chorion lay embedded in a mass of blood, while the embryo had apparently suc- 
cumbed sometime previous to the operation. It corresponded, according to Dr. Streeter, 
to a development of about six weeks, while the menstrual history, unfortunately not 
very clearly recalled by the patient, would suggest a duration perhaps a week or so 
longer. 

The most interesting feature illustrated by this patient is the fact that even after 
fetal death occurs, a considerable period may transpire before the decidual cast is 
thrown off. The decidua, as seen in Fig. 4, is still retained, but even with the naked 
eye, the line of separation can be seen in many places. Microscopic examination con- 
firms this impression, as shown in Fig. 5. 


CASE 4.—F. C., age thirty-five years, was referred by Dr. Charles 8. Neer, with 
a history of complete amenorrhea for three months, except for slight spotting one 
day about six weeks ago. For two months there had been many attacks of lower 
abdominal pain and faintness, often with vomiting. Recently, the abdomen had be- 
come much distended and very tense. This, with the patient’s adiposity, made pelvic 
examination very difficult and unsatisfactory, and no definite mass could be made 
out. A valuable clue was furnished in this case by an unusually marked discolora- 
tion of the umbilicus (Cullen’s sign). The discolored zone, fully two inches in 
diameter, was partly dark bluish and partly orange colored, not unlike a large bruise. 
With the evidence above mentioned, this seemed to make reasonably certain the diag- 
nosis of ruptured tubal pregnancy, with a probably live fetus. At operation, in 
addition to the great amount of free blood present, we found also a fetus of about 
three months development, showing feeble movements of its extremities. The right 
adnexa were removed and recovery was satisfactory. 


It was predicted at the time of operation that a uterine cast would probably be 
passed by the patient shortly after the operation. It was not until the third day, 
however, that this occurred. At this time a perfect cast was expelled. 


Case 5.—F. G., a colored woman of thirty, was admitted to the Hopkins Hospi- 
tal on December 27, 1915. Menstruation had been very irregular for six years, the 
periods occurring usually every two or three months. There had, however, been no 
flow for five months before her entrance to the hospital. For two or three months 
there had been pain in the right lower abdomen with frequent nausea and vomiting 
and some pain on defecation. There was a history of three previous laparotomies, 
their nature not being known to the patient. At operation an unruptured tubal 


gestation sac was found in the left tube, the right adnexa having been removed at 


NOVAK & DARNER: UTERINE-TUBAL CHANGES IN TUBAL GESTATION 311 


one of the previous operations. A well-preserved fetus was present, while the uterine 
mucosa showed outspoken decidual change. 


CASE 6.—E. M., age thirty-five, colored, was admitted to the Johns Hopkins Hos- 
pital on December 18. The last regular period had occurred on November 20. Three 
weeks before admission she began to suffer with severe cramp-like pains in the lower 
abdomen. There was much leucorrhea but no vaginal bleeding, except for very slight 
occasional spotting. At operation the pregnancy was found in the right tube. There 
was no free blood in the.abdomen. There was found also a well-formed embryo 
which, according to Dr. Mall, corresponded to the development which the menstrual 
history would lead one to expect. There was a well-preserved decidua in the uterus. 


In addition to these six cases, in which both the pregnant tube and 
the uterus were available for study, we have observed four other cases 
of tubal pregnancy in which uterine bleeding was absent. These are 
not included in our series of twenty-one cases, because the latter is 
limited to those in which the uterine mucosa was obtained for micro- 
scopic study. 


CASE 7.—M. R., age thirty-five, referred by Dr. B. S. Rankin, of Tunnelton, W. 
Va., had missed two menstrual periods and had had the usual subjective signs of 
early pregnancy. Several days before admission she was taken with severe pain in 
the left iliac fossa and suffered a number of syncopal attacks. There was, however, 
no external hemorrhage whatever. <A large sensitive mass filled the left side of the 
pelvis and there were definite signs of free intraabdominal hemorrhage, so that there 
seemed no doubt of the existence of a ruptured left tubal pregnancy. This diag- 
nosis was confirmed at operation, and later by histologic examination. The patient 
recovered very nicely and returned to her home. Six weeks later, however, a letter 
was received from Dr. Rankin, stating that the patient had had an attack of uterine 
bleeding, followed by the expulsion from the vagina of a three months fetus. The 
explanation of the absence of uterine bleeding was then quite clear. The woman had 
had a combined intra- and extrauterine pregnancy, the uterus containing a small 
embryo at the time of the operation, although there was no way of recognizing this 


fact then. The presence of this live fetus within the uterus explained why she had 
had no external hemorrhage. 


CASE 8.—M. R., age thirty nine, was seen on January 24, 1920, through the kind- 
ness of Dr. B. F. Kader, of Baltimore. She had been married many years and had 
had one child twenty-one years previously. There had been no pregnancies since 
then. Menstruation had been regular until November 29, which was the date of 
the last regular period. Since then there had been complete amenorrhea. Three 
weeks before admission the patient was taken with severe pain in the lower abdo- 
men, especially marked in the left iliac fossa. These pains had been present since 
that time and had often been very violent. On the day of admission the patient 
was suffering excruciating pain, with nausea and some vomiting. At operation there 
was found a very much enlarged pregnant tube, from the fimbriated end of which 
there protruded an intact amniotic sae about the size of an orange. To the latter 
was attached the placenta, which was also beginning to emerge from the tube. With- 
in the sac was a fetus of about three months’ development, apparently living. The 
specimen, after removal, was examined by Dr. Streeter, of the Carnegie Laboratory 
of Embryology, who stated in his report that the fetus was undoubtedly alive at 
the time of operation. This would seem to explain the entire absence of uterine 
bleeding in this patient. 


CASE 9.—B. B., age thirty-six, presented a rather remarkable case of secondary 
abdominal pregnancy. The patient had been married fourteen years without pre- 
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vious pregnancy. The date of the last regular menstrual period was March 21, 1919. 
About March 31 the patient was taken with severe pain in the epigastrium, with 
vomiting, and was uncomfortable for several weeks. Following the menstrual period 
in March, there was complete amenorrhea, and the patient considered herself preg- 
nant. The abdomen gradually inereased in size and fetal movements were perceived 
in September. On December 20, at about the time the patient expected to be de- 
livered, she was surprised at the occurrence of a rather profuse menstrual flow, last- 
ing about ten days. In January, 1920, there was amenorrhea, but the menses oce- 
eurred regularly on February 19 and Mareh 18. When seen on April 12, 1920, the 
abdomen was enlarged to the size of a full-term pregnancy, although the fetal 
parts could not be clearly outlined. The breasts showed a slight hypertrophy and 
a moderate amount of milk (not colostrum). Vaginal examination showed the cervix 
to be small and not yery edematous, while extending upward toward the left iliae 


fossa, and apparently continuous with, the cervix, was an indefinite, firm body, giv- 


Fig. 11.—Right tubal pregnancy, with marked stretching of tubal wall. At area 
indicated by cross mark the movements of a live fetus could be plainly observed 
through the membranes, the tubal wall being absent at this point There had been 
complete amenorrhea from May 17 to Aug. 2 (Case 10). 


ing the impression of a nonpregnant uterus. Without going into further detail, it 
may be said that a diagnosis was made of abdominal pregnancy, with retention of a 
dead fetus. This was borne out by the operation, the details of whieh we shall not 
stop to describe. Our reason for mentioning this case is the fact that it illustrates 
some of the factors which are concerned with the uterine bleeding in cases of ectopic 
pregnancy. Throughout the course of the entire pregnancy this patient showed no 
metrorrhagia, but as soon as the death of the fetus oeeurred in December there was 
a profuse discharge of blood, menstruation thereafter occurring regularly, with the 
exception of the month of January. The amenorrhea in this month, it seems to us, 
is explainable by the onset of lactation, the hormone of the lactating breast, as is 


well known, exerting an inhibitory effect on menstruation. 


CASE 10.—S. N., age thirty-nine, was seen on August 2, 1921, through the kind- 


ness of Dr. Thomas Brayshaw, of Glenburnie, Md. There had been complete 
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amenorrhea since May 17. Several days before admission she had been taken with 
Severe pain, weakness, syncope, and vomiting. 


At operation the belly was found 
to be full of blood. 


The pregnancy was in the right tube, which presented a large 
ovoid enlargement, the size of a lemon, between the narrow isthmus and the clearly 
marked fimbriated extremity. The wall of this sae was enormously attenuated and 
in one large area absent, so that a window-like gap was left, through which the 
active movements of the fetus with amniotic sac could be clearly watched (Figs. 
11 and 12). It was a rather striking picture. 

It is of interest to note that several authors, notably Lewers,® have 
called attention to the fact that persistent amenorrhea is especially 
characteristic of the cornual type of tubal pregnancy. Wynne? in an 
investigation of thirty-six cases of cornual pregnaney, found that in 
fully twelve, amenorrhea was noted instead of uterine bleeding. This 


Fig Iz.—Cut surface of pregnancy sac in Case 10, showing embryo, alive at 


time 
of operation. 


is unquestionably due to the fact that in this type the environment 
of the fetus is a closer approach to that presented in normal preg- 
naney, and that the fetus often survives for a much longer period 
than if it be located farther out in the tube. 

The only ease in which uterine hemorrhage was absent in Sampson’s 
entire series of twenty-five was his Case I, in which operation dis- 
closed an ‘‘intact decidual formation of the endometrium and a fetus 
6 em. lone in the tube.’’ He believes that the fetus was alive at the 
time of the operation. Another observation indicating the inhibitory 
influence of the live fetus upon the menstrual flow may be addueed 


in the common occurrence of amenorrhea in cases of ectopic preg- 
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naney which progress to term. A considerable number of such cases 
have been collected in the recent paper of Zarate, Rojas and Wida- 
kovich.* An instance of this type was recently observed by one of 
the present authors (Case 9). 

A comparison of the operative findings in the bleeding and non- 
bleeding groups above presented appears to justify the general con- 
clusion that where bleeding has been present, especially for a con- 
siderable time, one will ordinarily find that the endometrium has 
retrogressed from its original decidual character. On the other hand, 
when amenorrhea has been observed, and especially where it has been 
of considerable duration, one may confidently except to find a living 
fetus and a well-preserved uterine decidua. If the uterus be not re- 
moved in a ease of this latter type, it may be predicted with reason- 
able assurance that the decidua will be expelled comparatively soon 
after the operation, most likely as a definite cast. 

As to the immediate mechanism of the endometrial bleeding, it is 
impossible, in the present state of our knowledge, to do much more 
than theorize. Again, the analogy with the bleeding of menstruation 
suggests itself. In the latter there is no doubt that the bleeding has 
its source in a large measure from the open mouths of torn 
blood vessels (rhexis). Just why it lasts a day or two in some cases 
and a week in others, or why, in abnormal cases, it may persist for 
many weeks, even though the surface covering of the uterus is per- 
feetly intact and there are no open blood vessels, no one can as yet say. 
Obviously, we are here dealing with a biochemical problem of some 
sort, and the same thing is probably true of the bleeding of ectopic 
pregnancy. It is no doubt partly due to the actual trauma to blood 
vessels which the separation of the decidua entails, but this alone 
would not explain why bleeding often continues for many weeks after 
the casting off of the decidua and probably after the complete restora- 
tion of the endometrium. The cause of this prolonged bleeding is 
undoubtedly to be found in the fact that the death of the embryo is 
apparently a gradual one, and that many villi may remain alive, 
so to speak, while others are dying. The influence of the latter, pre- 
sumably of hormone nature, is thus stretched over a long period of 
time, and may thus entail a long-continued though usually slight 
bleeding, perhaps long after the endometrial surface has been re- 
stored. So far as we know, however, there is no direct evidence as to 
the exact mechanism involved, and it seems unprofitable to speculate 
further concerning it. 


THE OCCURRENCE OF DECIDUAL REACTION IN THE TUBES 


It has long been a point of discussion as to whether genuine de- 
eidual tissue may be observed in the tubes. In more recent years, 
however, opinion on this subject has rather definitely crystallized, for 
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practically all writers now are agreed that a true decidual reaction 
does oceur in the tube. On the other hand, there is a general agree- 
ment that the decidual cells never form a continuous and intact layer, 
such as one sees in the uterus. The reaction at best is a patchy and 
imperfect one, and in most routine sections cannot be made out at 
all. Much of the confusion on this subject has no doubt been due to 
incorrect microscopic interpretations. We are convinced, from a study 
of the illustrations accompanying the numerous articles on the sub- 
ject, that a diagnosis of decidual tissue is frequently made when 
the connective-tissue cells of the tube have shown only a moderate 
hypertrophy, or when the edema so often present teases the cells apart, 
causes them to swell, and perhaps gives the tissue a somewhat mosaic 
appearance. It is indeed difficult at times, in the known ease of tubal 
pregnancy, to distinguish such pseudodecidual changes from a gen- 
uine decidual transformation. The characteristic decidual changes 
of the endometrial stroma are, of course, the real morphologic eri- 
terion in this respect. They are rarely imitated with any perfection 
except in genuine miillerian tissue. And yet decidual reaction has 
heen described in many portions of the abdomen far removed from 
the endometrium. In his recent excellent review of the subject, 
Dorland® has collected reports of decidual reaction in the posterior 
surface of the uterus, the anterior peritoneal surface of the uterus, 
the anterior surface of the rectum, the floor of the eculdesac, the 
omentum, the ovary, the appendix, the cervix, the vagina, the peri- 
toneum of the small intestine, and certain pathologie structures (such 
as adenomyoma of the uterus, parovarian cyst, bands of adhesions). 
To these might be added other locations of possible decidual reaction, 
as reported by other authors. Geipel*® has described a number of 
instances of decidual transformation of the connective tissue of pelvic 
lymph glands, while Kehrer™? has very recently deseribed decidual 
changes in the connective tissue of the lutein zone of a corpus luteum 
cyst. Schmorl,’? indeed, asserts that the occurrence of peritoneal 
patches of decidual cells is physiologic, occurring in all pregnancies. 

It is beyond the scope of this paper to discuss the general sig- 
nificance of the decidual reaction, or to theorize as to its occurrence 
in many locations in the pelvis. One point, however, justifies at least 
a passing thought. It has seemed of interest to us that, in a general 
way, the locations at which decidual islands have been observed are 
quite similar to those in which endometrial islands—the endometrial 
‘‘implants’’ described by Sampson— have been found to occur. In 
the decidual islands which we have been discussing, glands are usually 
absent. We know of only a few eases in which gland-like spaces have 
been described—that of Lahm‘ and the few others quoted in his recent 
paper on the subject. It seems possible that there is some relation- 
ship between the two phenomena. 
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The mere occurrence of a deeidual reaction would be interpreted 
by some as indicating that the tissue in question is of miullerian 
origin. This seems difficult to believe when one considers the wide 
distribution of the areas of possible decidual reaction and the develop- 
mental remoteness of many of them from the miillerian duets. The 
same statement applies to the endometrial islands of Sampson, al- 
though the latter has explained these in a much more direct fashion 
as being due to the implantation of endometrial particles which pass 
from the uterus, through the fallopian tube, and are deposited on the 
ovary, the posterior uterine surface, or elsewhere in the pelvis. It is 
of interest to note that a somewhat similar theory as to the causation 
of the ectopic decidual islands was offered by Taussig'™ in 1906. He 
suggested that the decidual reaciion is perhaps due to the presence of 
certain end-products of placental metabolism and that these may per- 
haps pass outward through the lumen of the tubes and produce 
the reaction on the ovaries or the pelvie peritoneum. Whether some 
such explanation as this is correet, or whether many portions of the 
pelvic peritoneum retain a vestigial sensitivity to the menstrual or 
pregnancy stimulus, no one is as yet in a position to state unquali- 
fiedly. This, however, is scarcely the place to enter into a diseussion 
of this problem, one of the most important and most fascinating in 
our domain. 

In our own eases of tubal pregnancy we have, in a eertain propor- 
tion, observed decidual transformation of the tubal connective tissue. 
The obvious pitfall in making such a diagnosis is to mistake for 
decidua the trophoblastic cells which invade the tubal wall so ex- 
tensively. In many eases the trophoblastic nature of the cells is easy 
to recognize, as where the cells are direetly continuous with the tro- 
phoblastie villous covering, or where there ean be seen among them 
some of the characteristic syneytial giant cells. The latter can seareely 
be mistaken for deecidual cells. Where the invading cells are of the 
Langhans type, and where the continuity with the villous covering 
is not shown in the particular section under study, the question is 
a much more difficult one. 

In other eases the appearance of the decidual cells is so typieal, 
the existence of definite transition stages from the normal tubal 
stroma so clearly demonstrable, and the separateness of the area from 
the placental site so evident, that the diagnosis of decidual tissue 
permits of no doubt. When such changes are seen in a distant tissue, 
as in the opposite tube, the possibility of their being of trophoblastic 
nature can of course be altogether eliminated. 

While the series of cases now under discussion was not studied in- 
tensively from this point of view, it may be stated, for its general 
interest, that in a number of tubes we have noted changes which we 
consider definitely decidual in the sense above indieated (Fie. 18). 
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In none of them was there a decidual layer which by any stretch 
of imagination could be compared to that seen in the uterus with 
normal pregnancy. In most of our sections the decidual cells oceurred 
in small patches, although it is quite probable that if many sections 
had been cut with this point in mind, it would have been possible to 
demonstrate a decidual tissue in much larger amount. 


SUMMARY 


The paper is based upon the study of twenty-one cases of tubal 
pregnancy in which, in addition to the tubal gestation sae, the uterine 
mucosa was available for study, thus affording an opportunity of 


Fig. 13.—Decidual reaction in a pregnant tube, shown especially about the vein 
running transversely near center of section. Contrast with the decidual cells the 
trophoblastic cells seen around the chorionic villi shown near top of section. 
correlating the uterine and tubal changes in this connection. In 
fifteen cases the uterine mucosa was available because a hysterectomy 
had been done, in three because a preliminary curettage had been 
performed, and in three because a more or less perfect uterine east 
had been expelled by the patient. The decidual reaction occurring 
in the uterus with extrauterine pregnancy is found to be identical 
with that of normal gestation so long as the embryo is alive. With 
the death of the latter, however, the superficial compact portion, with 
at times a considerable part of the spongy glandular layer, is east 
off. Its expulsion from the woman’s vagina, however, may not take 
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place for a considerable period, perhaps many days, after its separa- 
tion from the deeper layers. The mechanism of the separation is 
strongly suggestive of that observed in connection with the throwing 
off of the corresponding portions of the endometrium in the non- 
pregnant woman at the time of menstruation. The same statement 
applies to the process of regeneration. In view of the degenerative 
and autolytic changes involving the sequestrated decidua, it is not 
infrequently thrown off in smaller particles rather than as a large 
sast of the uterine cavity. We have found no evidence, in our own 
series, that the decidua merely involutes or shrinks, without loss of 
tissue, as has been claimed by some. It is possible that the ‘‘ physio- 
logical thrombosis’’ which apparently occurs in the venous channels 
of the endometrium may play an important part in the degeneration 
and separation of the decidual layer, perhaps by its effect upon the 
blood supply of the tissues. 

From what has been said, it follows that the decidual cast of extra- 
uterine pregnancy is made up chiefly of a mass of decidual cells, rep- 
resenting the superficial or compact layer of the placenta. The surface 
epithelium is very flat, as is that lining the few slit-like gland spaces 
near the surface. Very often, however, a considerable portion of the 
spongiosa is attached to the compacta, being characterized especially 
by the presence of the typical pregnancy glands. Large venous 
thromboses are also commonly observed. 

The overwhelming majority of cases of tubal pregnancy come under 
observation only after the death of the embryo. In these cases the 
endometrium has retrogressed from its originally decidual character. 
The microscopic examination of uterine curettings in such cases is of 
very little diagnostic value. On the other hand, the histologic study 
of the uterine mucosa in those cases where the pregnancy is still 
developing actively shows a typical decidual reaction. When curet- 
ting, in a doubtful case, yields such a mucosa, without villi, the in- 
formation gained is very valuable, though not conclusive. Unfor- 
tunately, however, cases of this type are curetted far less frequently 
than those of the other group, for they are characterized clinically by 
amenorrhea, with the possibility of intrauterine pregnancy. 

The external or vaginal bleeding of tubal pregnancy is characteris- 
tically of endometrial origin, having its source, as Sampson has shown, 
in the venous channels of the endometrium. It is initiated by the 
separation of the placenta, although other factors, probably of hor- 
mone nature, are undoubtedly concerned in its frequent continuance 
for many weeks. The source of this factor in keeping up the bleeding 
is probably in some unknown way associated with the persistence of 
trophoblastic elements in the tubal wall long after the actual death 
of the embryo. The analogy with both the normal and the abnormally 
prolonged menstrual bleeding may again be invoked. 
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Decidual reaction in the tubal wall occurs in at least a fraction of 
the eases. It is never in any way comparable with that seen in the 
uterus, being usually patchy in its distribution. Mistakes in the diag- 
nosis of decidual tissue in such eases are frequent, for a pseudodecidual 
picture is common in the connective tissue from simple hyperemia or 
edema. Moreover, great care is necessary to avoid mistaking for 
decidua the trophoblastic cells which invade the tubal wall so widely. 
In certain cases, however, the morphology of the cells is so typically 
that of decidual cells, their distinctness from the gestation site is so 
clearly discernible, and their derivation from the connective tissue so 
definitely suggested by the presence of transition stages, that the 
diagnosis permits of no doubt. Furthermore, the occurrence of cer- 
tain cases in which the reaction is noted in the nonpregnant tube 
of the opposite side is even more convincing. Finally, attention has 
been called to the not infrequent finding of islands of ‘‘ectopie de- 
cidua’’ on the ovary, the posterior surface of the uterus, and many 
other locations in the pelvis, and the suggestion is offered, without 
as yet any definite proof, that there may be some connection between 
such decidual islands and the ‘‘endometrial implants’’ described by 
Sampson. The latter, it will be recalled, have pretty much the same 
distribution as that of ectopic decidua. 

In conclusion, we wish to express to Dr. Thomas §S. Cullen our ap- 
preciation of his kindness in placing the clinical and pathologic re- 
sourees of the department so completely at our disposal. Moreover, 
we must once more publicly acknowledge our heartfelt appreciation 
of the warm interest and cooperation of Dr. George L. Streeter, 
the director of the Carnegie Laboratory of Embryology, who opened 
up to us his rich storehouse of material and gave us every possible 
assistance. 


REFERENCES 


(1) Sampson: Trans. Amer. Gyn. Soc., 1915, xxxviii, 121. (2) Polak and Wel- 
ton: AMER. JOUR. OBST. AND GYN., 1922, iii, 164. (3) Novak and TeLinde: 
Jour. Amer. Med. Assn., 1924, Ixxxiii, 900. (4) Polak and Wolfe: AMER. Jour. 
OBST. AND GYN., 1924, viii, 730. (5) Frank: Amer. Jour. Obst., 1912, lxv, 466. 
(6) Lewers: Lancet, 1911, 1,9. (7) Wynne: Bull. Johns Hopk. Hosp., 1918, xxix 29. 
(8) Zarate, Rojas and Widakovich: Rev. frane., de Gynée. et d’Obst., 1922, xvii, 
625. (9) Dorland: Amer. JouR. OBST. AND GYN., 1922, iv, 227. (10) Geipel: Arch. 
f. Gynak., 1917, evi, 177. (11) Kehrer: Arch. f. Gynak., 1923, exix, 97. (12) 
Schmorl: Ueber grosszellige (decidua-ihnliche) Wucherung auf dem Peritoneum 
und den Ovarien bei intrauteriner Sehwangersehaft, Monats. f. Geburts. u. Gvnik., 
1897, v, 46. (13) Lahm: Arch. f. Gynak., 1920, exii, 427. (14) Taussig: Surg., 


Gynee. and Obst., 1906, ii, 292. (15) Cullen: Jour. Am. Med. Assn., 1922, xxviii, 1522. 


26 East PRESTON STREET. (For discussion see page 398.) 


THE CONSERVATIVE TREATMENT OF ECLAMPSIA* 
By Epwarp M.D., Louisvitie, Ky. 


HERE is no longer a doubt as to whether the radical treatment or 

the conservative should be followed, as statistics by even the most 
ardent advocates of surgical interference in eclampsia show that bet- 
ter results are obtained at present by conservative measures. In con- 
sequence, delivery by high forceps, forcible dilatation of the cervix 
and vaginal cesarean section are relegated to the past and abdominal 
cesarean section is only recommended in eases of primiparae with a 
long undilated cervix in whom convulsions continue in spite of a fair 
application and test of conservative measures. 

A number of therapeutic measures are used in the conservative treat- 
ment of eclampsia that give rise to considerable discussion whenever 
this important subject comes before a medical society. With the ad- 
vances made in so many branches of medicine it should seem possible 
now to settle definitely some of these disputes and clear the field for 
a simplified and rational treatment. 

Naturally the control of the convulsions should have our first con- 
sideration. It is not necessary in this Association to state that chloro- 
form is absolutely contraindicated as it produces the same pathologie 
changes in the liver caused by the toxemia. The first point in ques- 
tion then would be as to whether ether or nitrous oxide is the more 
desirable agent for their immediate relief. 

From my observations of eclamptic convulsions, when the initial 
twitch has begun, the patient goes through the entire procedure, opis- 
thotonos, cessation of breathing, ete., regardless of what anesthetic 
is administered. With the spasmodic contraction of the diaphragm 
that is incident to the convulsion, it is questionable whether the pa- 
tient inhales at all. 

After the attack is over and the deep stertorous breathing begins, 
then deep inhalations occur but there is no necessity for an anesthetic 
then, beeause the convulsion is over. Consequently, it should be con- 
ceded, that when a patient has an eclamptie seizure, the only thing 
to do is to place a folded napkin between her teeth to prevent biting 
of the tongue, turn her head to the side and low in order that fluids 
may run out of her mouth and not be aspirated into the lungs, when 
the deep respirations begin after the attack is over. The patient should 
not even be restrained any more than is necessary to keep her from 

*Read at the Thirty-seventh Annual Meeting of the American Association of 
and Abdominal Surgeons, Cleveland, Ohio, September 
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falling off the bed. Handle the patient as we do one in an epileptic 
fit. If anything is to be inhaled at all, the time for it is after the 
attack is over and then the only. rational and beneficial thing is either 
an abundanee of fresh air or oxygen gas if a tank is available. 

Morphine is used very generally and in rather heroie doses to pre- 
vent further convulsions. It has been discarded in the Rotunda method 
however, as Fitzgibbon claims that it does not accomplish this purpose. 

Paraldehyde intravenously in 0.5 to 2 ¢.¢. doses is used at the 
Sloane Maternity of New York to control convulsions until the patient 
is under the influence of the morphine. 

We are not even in accord as to the character of room in which the 
patient is to be placed. In most instances it is recommended that 
the room be darkened, the patient’s ears plugged with cotton and 
absolute quiet prevail. On the other hand we are told that the room 
should be bright in order that the nurse may detect the onset of any 
cyanosis, because an eclamptie patient will not expel the fluids that 
embarrass respiration and that may at any moment cause a fatal 
asphyxia. It should be easy to compromise upon this point by having 
the patient in a quiet room free from glaring light in order that she 
be not unnecessarily disturbed, but that observation and the ready 
carrying out of all measures for the relief of the patient may be fol- 
lowed systematically. 

Should gastrie lavage be practiced? It may be claimed that it will 
disturb the patient and bring on convulsions. On the other hand if 
the tube is introduced under nitrous oxide anesthesia, no convulsions 
should occur. It is claimed that the fetal toxins require the same 
digestive ferments that are used in the digestion of food and that if 
there is an excess of fetal toxins there will be no digestive ferments 
for the food and this in turn becomes a virulent toxin and precipi- 
tates the eclampsia. 

It is well known that many of our eclampsia cases give a history of 
partaking of some very abnormal foods just preceding the attack and 
it is reasonable to suppose that the removal of these toxie products 
by the stomach tube should immediately remove one source of cere- 
bral irritation. Besides, the stomach tube serves as the best means 
of introducing a purgative in the uneonscious patient who cannot 
swallow. Croton oil has been largely discarded. It has been found 
too drastic, and such urgent haste for speedy effect is no longer con- 
sidered necessary. It has been displaced by magnesium sulphate given 
both into the stomach after gastric lavage and the bowel following 
colonic washings. No doubt the antitetanic action of the drug is 
taken into consideration here, besides its effect as a hydrogogue 
cathartic. 

To some of us, it seems that hot packs should not be discarded. It 
must be remembered that with modern paraphernalia and with trained 
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nurses, it is no longer the cumbersome procedure of former days. 
Most hospitals are equipped with the electric blanket that can be 
readily put over the patient. A uniform and continuous heat can be 
applied and the patient is not subject to chilling as with the wet 
blanket method formerly used. It is claimed that the eclampsia toxin 
is a proteid and that when sweating is resorted to only water is ex- 
creted and the toxin is retained in even greater concentration, also 
that the edema has a protective influence and should not be removed. 
We have, however, continued using the pack, not so much for its 
diaphoretie effect, but because it quiets and relaxes the patient and 
expedites labor to such an extent that at times delivery takes place 
in the blankets. 

Perhaps the most important question is that of veneseection. If it 
is econeeded that the eclampsia toxin is circulating in the blood, then 
it would seem rational that, by removing sixteen or twenty ounces of 
such blood, we have relieved the patient of a definite amount of the 
poison. Opponents of the method, however, claim that we leave the 
rest of the toxins in the patient’s body in greater concentration and 
that venesection causes cardiac depression, a sudden fall of blood 
pressure, with shock and general and cerebral anemia. The method 
appeals to most of us as a definite means of reducing the blood 
pressure and it is the general custom to remove sixteen or twenty 
ounces or until the blood pressure is reduced to 150 mm. Further 
reduction than this is always cautioned against, because the delivery 
of the patient and the natural loss of blood incident to that would 
reduce the blood pressure considerably and might lead to collapse. 

Williams, who has always been an advocate of venesection in ee- 
lampsia, even if the pulse was weak and thready, in the latest edition 
of his textbook advocates the removal of 1000 ¢.c. of blood or until 
the blood pressure is at 100 mm., as he claims it must be done in 
considerable amount to be effective. It would seem that a quart of 
blood is an unusually large amount to remove from a patient unless 
experience has taught one that air hunger and edema of the lungs will 
not follow and that, if delivery occurs shortly after, there will be a 
correspondingly small blood loss. Beck reports the use of a large 
early phlebotomy, as much as 1000 ¢.c., in the treatment of 17 cases 
of eclampsia, with one maternal death, at the Long Island Hospital. 

The practice there seems to be a general one, the only guide being 
a fall of the blood pressure to 100 or an irregularity of the pulse. The 
weight of the patient, the blood pressure and the general vitality 
should be the determining factors as to the safety of the withdrawal 
of so large a volume of blood. This feature consequently deserves 
very earnest consideration. 

The introduction of normal saline, Fischer’s or Ringer’s solution 
into the vein after the venesection is next for consideration. As it is 
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claimed that there is a chloride retention in the system in eclampsia, 
it would apparently be absurd to add to the burden by instilling nor- 
mal saline, and the other solutions are in the same class. Fortunately 
we can discard all of these as we have in 10 per cent glucose solution, 
introduced in quantities of 500 ¢.c. intravenously, an equally efficient 
diuretic and a readily assimilable carbohydrate, but also, according 
to Titus and Givens, a substance that rehabilitates the liver cells de- 
stroyed by the toxemia. 

What causes the edema of the lunes that we find at the end of our 
fatal cases? When veratrum viride was used, we blamed the depress- 
ing action of this powerful drug for the condition; when venesection 
became the rule, we ascribed it to the sudden fall in blood pressure; 
when we used the morphine treatment, the same edema confronted us 
even when we used atropin to try to ward it off. 

What part does the aspiration of frothy mucus play in the produe- 
tion of pulmonary complications, especially in the neglected cases that 
come in the hospitals hours after the first convulsions? 

In a consideration of the various conservative treatments, we are 
confronted with at least four methods, the use of veratrum viride, 
the Stroganoff, the MePherson and the Rotunda procedures. 

The treatment by veratrum viride cannot be ignored as it still has 
many active adherents. In answer to a questionnaire sent out by the 
Therapeutic Gazette last year three out of six teachers of obstetries 
in prominent universities advocated veratrum viride in the treatment 
of eclampsia. Gillespie of Cincinnati is perhaps the most ardent sup- 
porter of the treatment today and he follows in the footsteps of wor- 
thy predecessors, Reamy and Isham. Zinke, also of Cincinnati, was 
an enthusiast upon the subject. As Gillespie states, this drug has 
been maligned by several classes of practitioners. Those with craven 
souls, who dare not try agents possessed of positive therapeutic effects, 
are not expected to try it. .In antepartum eclampsia he directs that 
60 min. of veratrone, a standardized preparation of veratrum, be 
given hypodermieally at onee, followed by 15 min. every ten minutes 
until there is sighing respiration, copious bilious vomiting and a soft 
pulse of 60, 50 or 40. The vomiting should be free for two hours. 
Neither Zinke nor any of the others advocate it in such heroie dosage. 
One writer in fact uses morphine in connection with veratrum, al- 
though that drug practically is the antidote to an excessive action 
of the latter. 

It should be significant, that veratrum has been used at one time or 
other by every prominent obstetrician, only to be discarded. Prob- 
ably, it was not used in sufficient dosage; at any rate, anyone in- 
tending to use this drastic remedy should seek an opportunity to see 
its use in experienced hands before experimenting with the drug. 
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To Stroganoff of Russia, belongs the credit of having brought 
to the notice of the profession the first definite plan for a conserva- 
tive treatment of eclampsia. Reporting at one time 800 eclampsias 
with as low a maternal mortality as 8 per cent, his latest statistics 
are even better and in a considerable number of cases conducted by 
himself, there has been no mortality. In spite of such favorable re- 
ports, the method does not seem to have met with great favor in 
this country and reports upon its use indicate that the same re- 
sults have not been duplicated here. The treatment depends prac- 
tically upon continuous nareosis induced with morphine and chloral, 
with an occasional venesection for high blood pressure and Strogan- 
off insists that it should be carried out strictly according to his di- 
rections. His instructions are as follows: (1) Isolation of the pa- 
tient in a darkened quiet room. (2) Careful attention to the 
respiratory process, cleaning the mouth, throat and nose after fits, 
keeping the patient lying on her side, fresh air and if marked 
cyanosis, oxygen. (3) Morphine subcutaneously and chloral per rec- 
tum in alternate doses and at stated times until fits are controlled 
as follows,—'4 gr. of morphine when first seeing the patient, 
one hour later 30 grains of chloral, three hours later morphine gr. 4. 
Seven hours later chloral 30 ger., thirteen hours later chloral 20 
grains, twenty-one hours later chloral 20 grains. (4) Twenty-five 
ounces of milk a day and the same amount of saline per rectum or 
by the mouth; no other food. 

Chloroform is given for the convulsions and if there are more than 
three convulsive seizures, then 400 e.c. of blood are removed by 
venesection. No attempt at delivery is practiced unless there is full 
dilatation of the cervix. 

In the last few years, Ross McPherson has reported a series of 
cases of eclampsia with 9 per cent maternal mortality, claiming to have 
followed the Rotunda method in the treatment, but his description does 
not coincide with the method used in Dublin at the present day. It 
follows rather closely the Stroganoff treatment but depends en- 
tirely upon morphine for the narcosis. Chloral is not used, presum- 
ably from the general fear of the toxie action of the drug. He di- 
rects the treatment as follows: 


‘‘Tmmediately upon entrance to the hospital the patient’s blood pressure is 
taken, a catheterized specimen of urine is secured and she is put into an isolation 
room, which is darkened and as much quiet as possible obtained. She is then 
given 14 grain morphine hy hypodermic, the stomach is washed out and two 
ounces of castor oil poured down the tube at the end of the lavage. A colonic 
irrigation of five gallons of 5 per cent glucose solution is then given. 

If the blood pressure is over 175 mm., venesection is done to bring the pres- 
sure down to 150, normal saline is not injected. The patient is now kept quiet 
and 44 grain of morphine administered every hour until the respirations drop to 
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eight a minute. At this time convulsions have usually ceased, the patient will 
have fallen into labor and will be delivered normally or by an easy low forceps in 
a short time. 

We practiced the McPherson method rather faithfully in our hos- 
pital for two years but were very much disappointed with the re- 
sults, as we had a high maternal mortality, the morphine tending to 
check elimination by the bowels and producing pulmonary compli- 
‘ations, especially edema of the lungs, in spite of using atropin in 
conjunction with it. We found that the morphine did not benumb 
the sensibilities sufficiently and our manipulations incited convul- 
sions. Although kidney secretion seemed to improve with the 
administration of the morphine, elimination by the intestines was in- 
terfered with and in our experience those cases of eclampsia have 
always shown the most satisfactory improvement, that had free 
evacuations from the bowels. 

The Rotunda method as now practiced by Hastings Tweedy of 
Dublin, who according to late reports has had 29 serious cases with- 
out a death, depends entirely upon starvation, elimination and close 
observation of the patient, and may be briefly summarized as follows: 


Morphine is no longer used in the course of the treatment, because it is likely 
to cause respiratory complications and delay excretion, while it does not control 
the fits. 

For the convulsions, the patient is placed on the side with a gag in the mouth. 
If there is delay in respiration after an attack then pressure is made upon the 
chest. 

The stomach is washed out with a gallon of sodium bicarbonate solution one 
dram to the pint and at the end a pint of the solution with four ounces of 
Mist. Senna Comp. or three ounces of castor oil is left in the stomach. 

Lavage of the colon is then practiced with a No. 24 stomach tube passed up 
14 to 18 inches, first using two or three pints of soapy water, then four or five 
gallons of sodium bicarbonate solution, two pints of the solution with four 
ounces of purgative being run in at the end. The colon irrigation is to be 
repeated every five or six hours. 

After the patient can take fluids by the mouth purgatives are given every six 
or eight hours until the toxemia disappears. In the meantime the patient receives 
nothing but water until there is a copious secretion of urine. 

If there is little or no edema, bloody urine and profound coma, then in addi- 
tion, 40 ounces of sodium bicarbonate solution are instilled under the breasts 
and this is repeated every six to twelve hours.. No attempt is made to hasten de- 
livery but when the head is felt in the vagina and is not. expelled naturally then 
forceps are used. 

In order to gradually arrive at some satisfactory solution of the 
treatment of eclampsia, our obstetrie staff agreed upon a definite 
plan to be followed in all cases, the results to be studied at the end 
of the year in order that as the result of our own experience and 
with any new advances brought out in the literature, we may grad- 
ually achieve something definite in the treatment of this dread dis- 
order. Accordingly the following schedule was devised: 
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ROUTINE FOR ECLAMPSIA 
Under Nitrous Oxide Oxygen Anesthesia 

1. Place the patient on the left side near the edge of the bed, with the head 

low, to allow secretions to drain out of the mouth. 
2. Palpate the abdomen, locate fetal heart and take blood pressure. 
3. Make vaginal examination to determine whether patient is advanced in labor. 

t. Catheterize the bladder to secure specimen of urine for examination. 

5. One half gallon soap suds enema followed by colon irrigation with four 
gallons 5 per cent sod. bicarb. sol. and when introducing the last pint add 2 oz. 
saturated magnesium sulphate solution. 

6. Introduce the stomach tube, then stop anesthesia, practice lavage with 1 
gallon sod. biearb. solution, then leave 4 oz. magnesium sulphate solution in the 
stomach at the end of the lavage. 

7. Place the patient in the eleetrie blanket for twenty minutes. 

8. If convulsions continue and blood pressure is above 150 mm., withdraw 
500 e.e. of blood. 


9. Introduce 500 ¢.e. of 10 per cent warmed sterile glucose solution into the 
vein of the other arm. : 

10. If the blood pressure is not high and in both instances if the convulsions 
continue and the patient is not ready for delivery, then give morphine gr. % 
hypodermically every three hours as needed to control the convulsions. 

11. Tf the patient is advanced in labor then, under nitrous oxide oxygen anes- 
thesia, expedite delivery with forceps or version. 

12. If the patient arrives in coma, then all the above manipulations can be 
conducted without anesthesia. 


This routine has been in practice in our hospital since January 1, 
1924. Up to the present, we have had eleven eclampsias with two 
maternal and three fetal deaths, too small a number to lead to an 
opinion, but in our observation, an improvement over our former 
treatment. 

CONCLUSIONS 


1. The eclampsia patient should be in a bright room, lying on the 
side with head low and near the edge of the bed, especial care being 
taken to prevent secretions from being aspirated into the lungs. 

2. No anestheties should be used during the convulsions, but nit- 
rous oxide oxygen during the manipulations, to prevent them. 

3. The hot wet pack, preferably with the electric blanket, should 
be used to secure relaxation and expedite delivery. 

4. Venesection to the extent of 500 ¢.c. followed by the introduction 
of 500 ¢.c. of 10 per cent glucose solution, should be resorted to if the 
blood pressure is above 150 mm. and convulsions continue. 

5. The Rotunda method offers the best results at present. 

6. As eclampsias are always emergency procedures, every hospital 
should establish a definite routine, so that measures may be at once 
started by specially trained nurses and the hcuse physician, awaiting 
the arrival of the staff. 
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7. Reports upon the results of such routines by the larger maternity 
hospitals should be sent to this association each year in order that some- 
thing definite may be attained in the treatment of eclampsia. 
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TREATMENT OF ECLAMPSIA BY THE STROGANOFF METHOD 


By H. J. Sranper, M.D., BALtiore, Mp. 


(Associate in Obstetrics, Johns Hopkins University) 


HE writer has recently returned from Leningrad, Russia, where he 

visited Dr. V. V. Stroganoff, Professor of Obstetries in the Govern- 
ment institute of Obstetrics and Gynecology. The purpose of this 
Visit was to investigate the Stroganoff method of treatment of eclamp- 
sia. The findings were instructive and may prove of interest to 
obstetricians elsewhere. 

Professor Preobraschensky, Director of the Institute, as well as 
Professor Stroganoff, were exceptionally courteous and cooperative. 
They instructed their various assistants of the clinie to do everything 
possible to make my task easy, and the whole staff of the institute 
sannot be thanked too highly for their kind cooperation. 

Early in April, 1924, a meeting of the Obstetrical and Gynecological 
Society of Leningrad was ealled to discuss the problem of eclampsia. 
Some sixty obstetricians and gynecologists attended the meeting, and, 
after several addresses had been made, all who were present were 
strongly urged to send any case of eclampsia which might occur in 
their practice during the next few months to the elinie of Professor 
Stroganoff in order that his method of treatment might be demon- 
strated. 

Although we were in constant touch with the different hospitals 
throughout the city, unfortunately no case of eclampsia was admitted 
during the six weeks of my visit, the last one treated in Stroganoff’s 
Clinie being admitted February 27, 1924. Professor Stroganoff 
was, however, kind enough to give me the histories of several recent 
eases, as well as to put at my disposal his complete statistics for the 
period from 1897 to 1924. The information gathered from these his- 


tories and statisties, and from many discussions with Dr. Stroganoff, 
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as well as with other obstetricians in Leningrad, forms the basis of 
this report. 
METHOD OF TREATMENT 
The following is the method of treatment as outlined by Stroganoff. 


1. Upon Admission: (a) Dark room with a minimum of noise. (b) Special nurse. 
(c) Examination or disturbance of patient only when absolutely necessary, and 
then usually under chloroform. (d) 0.015 (0.01—0.02) gram morphine hypo- 
dermically, while under chloroform narcosis;—usually about 10 to 15 grams 
of chloroform being employed. 

2. One Hour After Admission.—2.0 (1.5—2.5) grams chloral hydrate per rectum 
with 100 ec. normal salt solution and 100 ¢.c. milk. Should the patient be 
conscious the chloral hydrate can be administered by mouth with 100 ¢.c. milk. 
(Note:—Chloral hydrate is always administered without the use of chloroform, 

except where the patient has had one or more convulsions after admission; then 

about 10 grams of the anesthetic are used with each dose of chloral hydrate.) 

3. Three Hours After Admission.—0.015 (0.01—0.02) gram morphine hypoder- 
mically under 10 to 15 grams chloroform. 

. Seven Hours After Admission.—2.0 (1.5—2.5) grams chloral hydrate, as above. 

5. Thirteen Hours After Admission.—1.5 (1.0—2.0) grams chloral hydrate, as 


above. 
6. Twenty-one Hours After Admission.—1.5 (1.0—2.0) grams chloral hydrate, as 
above. 


7. After Each Convulsion.—Oxygen is administered as quickly as possible. This 

is kept up until the breathing improves, usually about 5 minutes. 

. After Three Convulsions in the Clinic—Venesection of not more than 400 c.c. 

is resorted to. 

9. In Case of Frequent Convulsions.—Chloroform and chloral hydrate to be used 

more energetically than outlined above. 

10. No Convulsions for Thirty-four Hours.—If patient has been free from fits for 
twenty-four hours or longer after admission, and has not yet been delivered, 
she should be given about 0.5 grams chloral hydrate every eight hours for about 
three days. 

11. Child—Operative delivery is resorted to only when intervention becomes abso- 

lutely necessary for the sake of the child. 


This method, which has just been outlined, is followed in all cases 
of eclampsia during labor. In antepartum eclampsia, the same pro- 
cedure is used except that usually it is advisable to employ smaller 
quantities of the nareotics. Stroganoff believes that postpartum 
eclampsia is easier to treat and accordingly recommends the same 
treatment as in the mild type. 

From the study of the histories put at my disposal in the Leningrad 
Clinie, it was clear that Professor Stroganoff conscientiously follows 
the treatment just described as closely as possible, and always adheres 
to its general principles. 


STROGANOFF’S STATISTICS 


In order to arrive at an unbiased opinion regarding the value of 
his method of treatment, Stroganoff’s statistics which are based upon 
the following data, were analyzed. It should be 1-oted that two sepa- 
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rate clinies are under the charge of Stroganoff, which are designated 
below as ‘‘A’’ and ‘‘B’’ respectively. 

Between the years 1897 and 1924, 799 cases of eclampsia were ob- 
served in 77,315 patients admitted to the two services, or an incidence 
of one per cent, divided as follows: 


Clinie *‘A’’ 59,757 662 1.2% 
Clinie ‘‘B”’ 21,558 137 0.6% 


Table I gives an analysis of the cases treated in Clinic A for the fifteen 
years ending in 1924, and shows a gross maternal mortality of 9.3 per 
cent and a fetal mortality of 18.0 per cent. 


TABLE I 

se MATERNAL FETAL 
YEAR ECLAMPTICS DEATHS 
1911 40 6 Figures not 
1912 30 4 
1913 19 6 available 
1914 35 4 
1915 29 0 
1916 | 0 1 
1917 25 0 
1918 30 1 5 
1919 15 2 3 
1920 8 0 0 
1921 12 0 1 
1922 23 1 5 
1923 3 1 4 
1924 6 1 2 
1910-24 312 2 (1916-24) 25 


In Clinic B during the same period 78 cases of eclampsia were 
treated with only a single maternal death. In other words, 30 deaths 
occurred in 390 cases of eclampsia treated in the two clinics during 
the period under consideration—a gross mortality of 7.7 per cent. 

I believe that these figures are authentic and represent the lowest 
mortality on any large series of cases with which I am acquainted. 
Stroganoff, however, holds that they do not accurately represent what 
ean be accomplished by his method, and contends that the results 
obtained during the first five years in Clinic A should not be included, 
as he regards them as occurring during a period of learning, in which 
his technie was not always rigorously followed. 

Upon making such a deduction, the following figures are obtained: 


ECLAMPTICS MATERNAL DEATHS 
Clinie A 1915-1924 168 6 
Clinic B 1910-1924 78 1 


or a total of 246 cases of eclampsia with 7 deaths—a gross mortality 
of 2.84 per cent. 
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CONVUL-/SIONS IN| CONVUL- | 
YEAR| CASE! sIons | CLINIC BE- [SIONS IN MOTHER CHILD 
NO. AT | FORE TREAT- |3LINIC AFTER| 
HOME MENT TREATMENT 
1916 1 0) 1 0 Well Well 
1916 2 2 l 1 Well Well 
1916 3 8 1 Venesection 
| 190 e.c. Well Died 
1916 { 0 l 0 iWell Well 
1916 5 0 l 0 iWell Well 
1916 6 0 l 1 \Well Well 
1916 7 | 1 0 \Well Well 
1917; 8 0 2 Well 
1917 9 0 | 1 Well Well 
1917 10 5 l 3 Well Well 
1917 11 0 1 | Forceps, Well | Well 
1917 12 1 l 3 Venesection Well 
| 900 Well 
1917 13 0 1 2 \Well Well 
1917 14 0 1 0 \Well Well 
1917 | 15 3 \Well \Dead 
1917 16 0 | 1 Well |On 31st 
i | Dead 
1917 | 17 0 1 0 \Well | Well 
1917 18 0 0 \Well | Well 
1917 19 0 1 0 iForeeps, Well Well 
19171 20 0 0 \Well Well 
1917 21 ? 1 ] Well |Well 
1917| 22 3 | 3 | Venesection | 
910 Well |Well 
1917 23 0 1 0 \Well Well 
1917 24 0 1 3 \Well \Well 
1917 25 0 1 0 P. P. Well iWell 
1917 26 0 1 1 IP. P. Well Well 
1917 27 3 1 1 Well \Dead 
1917 28 0 1 () Well Well 
1917 29 0 1 0 iWell |Well 
1917 30 4 1 9 !Venesection ? 

Well \Dead 
1917| 31 5 1 0 \Well |Well 
1917 12 0 1 0 \Well |\Well 

“7918 3 0 1 0 \Well \Well 
1918 34 0 1 1 |Nephritis, left be-| 
| fore delivery | @ 
1918 35 0 1 0 P. P. 2 days 11 hrs./Twins, Well 

Well 
1918 36 0 1 0 iP. P. Well Well 
1918 7 0 1 0 | Well Well 
1918 38 0 1 2 |Foreeps, Well Well 
1918| 39 ? 1 Well 
1918 40 0 1 a iP. P. Well Well 
1918 11 0 1 0) P. P. Well Well 
1918 12 ? ? ? P. P. Well Well 
1918 13 ? 4 ? P. P. Well Well 
1918 44 0 1 1 Well 
1918 15 0 1 1 Nephritic, Well Twins, Well 
1918 16 0 1 1 P. P. Well Well 

NOTE: In the above table, “P.P.”’ denotes postpartum eclampsia. 
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TABLE II—Co 
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INICON VU 
|SIONS IN 


AT | FORE TREAT- |SLINIC AFTER| 
HOME | MENT | TREATMENT 
0 1 3 
0 1 0 
0 1 0 
2 1 0 
20 1 1 
0 1 1 
0 0 
4 0 0 
0 1 0 
0 1 6 
0 1 0 
15 1 1 
2 () 0 
1 1 0 
15 0 0 
0 1 1 
0 1 2 
0 1 1 
? 0) 0 
0 1 0 
28 1 4 
5 1 4 
1 
0) 1 3 
5 1 9 
0 1 1 
0 0 
0) 1 0 
0 1 5 
0 ] 2 
0 1 0 
1 2 
0 1 2 7 
0 1 0 
0 1 0 
1 0 
0 1 7 
0 1 3 
1 0 
0 1 5 
0 1 o | 
0 1 1 
0 1 0 
0 1 7 
0 1 1 
0 1 1 
0 9 0 
0 1 4 
0 1 3 
4 0 0 


denotes postpartum eclampsia. 
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NT’D 
MOTHER CHILD 

|P. P. after 2 days 

Well | Well 
Well | Well 
|Forceps, Well | Well 
| Well Well 
Vaginal Section 

Well Dead 
|Forceps, Well Well 
Forceps, Well |Twins, both 

| dead 

Forceps, Well | Well 
Forceps, Well | Well 
\Forceps, Well | Well 
Forceps, Well (Well 
|7th mo. Well |Dead 
Well | Well 
Well Well 
Cesarean section 

Dead Dead 
Well Well 
Well Well 
Well |Twins, Well 
Foreeps, Well | Well 
| Well Well 
Cesarean section |Dead 

Dead | 
Well | Well 
Forceps, Well | Well 
Dead | Well 
Well | Well 
| Well Well 
| Well Well 
IP. P. Well |Well 
IP. P. Well | Well 
| Well Well 
| Well Dead 
|Venesection, Well |\Dead 
|Foreeps, Well \Well 
|P. P. Well | Well 
P. P. Well Well 
Forceps, Well | Well 
No venesection | 
| Well Well 
| Well | Well 
| Well Well 
|\Well ‘Well 
\Nephritis, Well | Well 
IP. P. Well | Well 
|Well Well 
Venesection, Well. |Well 
| Well Well 
| Well | Well 
| Well Well 
|Foreeps, Well \Well 
| Well 
iP. P. Well 'Twins, 1 dea 


1 


— — 
| 47 
18 
49 
50 
51 
:: 
D3 
54 
55 
56 
57 
58 
59 
60 
61 
| 
62 
63 
64 
66 
67 
68 
69 
70 
‘ 
‘ 
‘ 
|_| 
78 
79° 
SO 
81 
82 
83 
84 
86 
ss | 
89 
90 
91 
92 
93 
94 
95 
|_| 
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TABLE II—COoNT’pD 


CONVUL-|SIONS IN| CONVUL- 
YEAR| CASE] SIONS | CLINIC BE- [SIONS IN| MOTHER CHILD 
| NO. AT |FORE TREAT- |CLINIC AFTER | 
HOME MENT TREATMENT 
1921 | 97 0 0 Well, P. P. Well 
1921 | 98 0 ] | Foreeps, Well Well 
“j922| 99 7 1 2 Well Well 
1922 100 0 1 9 Nephritic, Well Well 
1922 | 101 0 1 0 Well Well 
1922 | 102 0 1 3 Well Well 
1922} 103 0 1 | 0 Well Well 
1922 104 0 1 0 Well Dead after 2 
| | days 
1922| 105 | 0O 1 3 Well Dead 
1922 | 106 0 3 Forceps, Well Well 
1922 | 107 1 0 | 0 P. P. Well Well 
1922 | 108 > | 0 0 P. P. 10th day 
| Well Well 
1922} 109 0 1 8 Venesection, Well Dead 
1922 110 0 | 1 0 Well Well 
1922} 111 0 | 2 0 P. P. 4th day, 
| Well Well 
1922 | 112 oO | 8 0 Hedonal, Well Well 
1922 | 113 0 1 0 Well Well 
1922 | 114 0 3 Well Well 
1922 | 115 t 1 Hedonal, Dead Dead 
1922 | 116 0 Well Well 
1922 | 117 0 0 P. P. Sth day, Well|/Well 
1922] 118 2 0) Well Well 
1922 | 119 0 1 I Well Well 
120 8 1 11 Venesection 
500 Well Well 
1922} 121 6 1 9 | Well Dead 
“7923 | 0 1 0 Well Well 
1923 | 123 0 1 | 0 Well Dead 
1923 | 124 14 1 0 Well Well 
1923] 125 | 9 2 2 Well Dead 
1923} 126 0 | 2 0 Dead Well 
1923] 127 | 0 1 0 P. P. Well Well 
1923 128 10 0 0) Well Well 
1923} 129 | O | l | 0 Well Well 
1923| 130 | 0 1 5 Well Dead after 2 
| days 
1923] 131 0 | 1 0 Well Dead after 4 
days 
1923 29 0 | 1 1 Well Well 
1923 | 133 4 1 | 0 Well Well 
1923 | 134 0 | 1 | 0 P. P. Well Well 
135 | 0 1 0 Well Well 
1924 | 136 0 1 0 Well Well 
1924 | 137 4 0 2 Dead Dead 
1924 | 138 4 1 0 Nephritic, Well Dead 
1924 | 139 3 1 0 Well Well 
1924| 140 0 1 0 iP. P. Well \Well 


Nore: In the “above table, “P.P.” denotes postpartum eclampsia. 

In my opinion however, if such a deduction is allowable for Clinic 
A, a similar one should be made for Clinic B, in which event the num- 
ber of cases under consideration would be considerably diminished and 
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the mortality incidence correspondingly increased. Exact figures are 
not available for such a computation, but admitting that relatively the 
same number of eases should be deducted for five years (1910-1914), 
and also that the single death in Clinie B occurred after 1915, one 
would have 42 cases of eclampsia with one death, which, when added 
to the corrected figures for Clinie A, gives a total of 210 cases, with 
seven deaths, or a mortality of 3.3 per cent, which is surely the lowest 
on record, and several times less than that obtained in Dublin. 

Professor Stroganoff lays great stress upon the number of convul- 
sions which occur in the elinie after his treatment has been started; as 
he considers that it is only in this way that its power for good ean 
be appreciated. Accordingly, he was kind enough to furnish more 
detailed information for the period from 1916 to 1924 for Clinie A, as 
shown in Table II, in which are given separately the number of con- 
vulsions occurring in the home and in the Clinic, both before and after 
treatment had been started. 


From the data afforded by Table II, it is apparent that the eclamptic 
cases treated by Stroganoff were relatively mild as compared with 
those observed in other clinics. This statement is based upon two 
considerations. First, because an exceptionally large proportion of 
the patients had no convulsions at home, and only one convulsion in 
the clinic. Second, because only a relatively small proportion of pa- 
tients had more than 5 convulsions in all. ‘This was noted 25 times 
in the 140 eases included in the table, and analysis showed that 14 
patients had from five to nine convulsions, 4, ten to fourteen convul- 
sions, and 7, fifteen or more convulsions; while in the last group only 
two patients had twenty or more convulsions. Consequently it should 
be expected that his results would be superior to those obtained in 
services having large numbers of seriously ill eclampties. 

Furthermore, several cases of postpartum eclampsia are included in 
the series, in which the first convulsion did not occur until ten or more 
days after delivery. Consequently, the question arises as to whether 
they represent true eclampsia, and whether they should be included 
in the statistics. Finally, it is clear that a certain number of patients 
have been designated as eclamptic, when closer study of their his- 
tory indicates that they were really suffering from chronic nephritis 
with convulsions. 

Nevertheless, even after taking all of these factors into considera- 
tion, it is evident that Professor Stroganoff has obtained such unusu- 
ally good results that in my opinion it becomes the duty of all con- 
scientious obstetricians to bear them in mind, and to consider whether 
or not they cannot learn something from them. 


After leaving Russia, I had an opportunity of visiting the important 
obstetrical clinies in Germany, Austria, France and the British Isles. 
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This enabled me to diseuss the Stroganoff treatment of eclampsia with 
the leading obstetricians of Europe before meeting Professor Strogan- 
off in London as had been previously planned. The information gained 
from these clinies is especially valuable in view of the fact that Prof. 
Stroganoff had personally demonstrated his method in certain of them. 

The Stroganoff method is fairly well known in Germany, whereas 
this cannot be said for the other countries in Europe. Yet, even in 
the German clinies, one finds a great deal of confusion regarding the 
method. This is perhaps best illustrated from the following translation 
of the *‘Eclamptie Journal’’ or history sheet, used in the elinie of 
Doderlein in Munich. 


RULES FOR TREATING ECLAMPSIA 


‘1. As soon as possible after admission, a detailed history, especially as to tem- 
perature, pulse, lung examination, urinalysis (quantitative and qualitative), and 
blood pressure is taken, and an enema given. 

**2. Obstetrical Therapy: The foregoing being done, termination of labor as 
soon as possible, otherwise waiting. 

Venesection of 500 e.e. 

‘*4. When sedative treatment is neeessary, the Stroganoff modification of Veit’s 
method. 

a. 0.015 gm. morphia subcutaneously. 

b. 1 hour after the beginning of treatment, 2 gm. chloral hydrate. 
¢. 5 hours after beginning of treatment 0.015 gm. morphia. 

d. 7 hours after beginning of treatment 2 gm. chloral hydrate. 
e. 15 hours after beginning of treatment 1.5 om. chloral hydrate. 
f. 21 hours after beginning of treatment 1.5 gm. chloral hydrate. 

(The chloral hydrate doses to be given in 300 gm. of milk or physiological salt 
solution. ) 


**5. In ease the convulsions continue gastric lavage is to be used; after which 
the patient is to be given one liter of lemonade with sugar by stomach tube. 

**6. Subcutaneously 0.5% solution NaHCO, and 0.5% NaCl; or 500 e.c. of 
Ringer’s solution intravenously. 

‘*7, Every two hours the patient is to be catheterized; the urine to be analyzed 
quantitatively and qualitatively. Should the patient beeome anuric, renal deeap- 
sulation is to be done. 

**8. Should the convulsions continue further, a second venesection of 550 e.e. 


is to be done, to be followed by a third one of 250 e.c. if necessary. 


‘*9, When anesthesia is employed, ether should be used, no chloroform.’’ 


I had the opportunity of seeing two eases of eclampsia treated 
in Déderlein’s Clinic. Mid-foreeps were used in both, and the pa- 
tients were subjected to a great deal of handling and outside stimuli. 
Although sedatives as outlined by Stroganoff, are incorporated in the 
above schedule, the treatment is certainly not in accordance with his. 

In Zangemeister’s Clinie in Marburg, the Stroganoff method is also 
partially followed. The treatment here seemed to me superior to that 
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employed in Munich. Zangemeister carries out the idea of a dark 
room with absolute quietude. The patient is disturbed as little as 
possible, and morphia is used as a sedative; but the method is not 
strictly according to Stroganoff. 

In general, one may say that the German obstetricians are not en- 
thusiastic followers of the Stroganoff method, but, in fairness to 
Stroganoff, it should be stated that in no clinic has his method been 
riven a fair trial. 

In Paris one notes a great deal of indifference and some ignorance 
regarding the Stroganoff method. Couvelaire stated that he had not 
tried it, and he gave one the impression that he was waiting for some 
other clinic to demonstrate its efficacy. 

In June of this year, Professor Stroganoff came to London to 
demonstrate his method of treatment. I met him there, as previously 
arranged, and together we visited the different clinics. In this way 
it was possible to hear his views on many subjects pertaining to 
eclampsia and its treatment. Although during the six weeks of our 
stay in London, he had no opportunity of definitely demonstrating 
his method to the British obstetricians, Professor Stroganoff gave 
several very interesting and instructive talks at the different elinies. 

Summing up the information I have gained from Professor Strogan- 
off, both in Russia and in England, as well as what I saw in the dif- 
ferent clinics in Europe, the following are the outstanding points 
with regard to the Stroganoff method of treating eclampsia. 

1. About 70 per cent of Stroganoff’s eclamptice patients had no con- 
vulsions before admission to his clinic and developed the condition 
only after admission; and of these 50 per cent had only one convul- 
sion. It is my opinion that not all of these had true eclampsia; some 
were certainly nephritic toxemias with convulsions. Consequently, it 
is evident that Stroganoff deals with more mild cases of eclampsia 
than we. 

2. Two-thirds of Stroganoff’s maternal mortality occurs in patients 
who had four or more convulsions before admission to the clinic; 
and when we consider only those who had convulsions before admis- 
sion, we find that the mortality was 9.3 per cent for the period 1916 
to 1924. 


9 


3. The Stroganoff method has not been given a fair trial outside 
of Russia. 

4. It is my belief even in the face of what has been said that there 
is a great deal of value in the method. Nearly all of the European 
elinies are agreed as to the use of morphia, while there is a diver- 
gence of opinion with regard to the other steps in the treatment. 
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MODIFICATION OF THE STROGANOFF METHOD 


There are two steps in the Stroganoff method which seem irra- 
tional to me; they are (a) the use of chloroform and (b) venesection 
to the amount of not more than 400 ¢.c. Chloroform when used in 
such small quantity as stipulated by Stroganoff certainly cannot pro- 
duce a satisfactory narcosis, while our knowledge of chloroform poison- 
ing strongly argues against its use. 

I cannot help but think that the high blood pressure in eclampsia 
in many instances may represent a protective mechanism. Conse- 
quently, if a change in the semipermeability of the walls of the periph- 
eral vessels plays a réle in eclampsia, as I believe from experimental 
data which we are about to publish, it is safe to assume that the 
early and constant rise of the diastolic blood pressure is due to an 
increase in the peripheral resistance. If this state of affairs holds 
true, then a rise in blood pressure should facilitate osmosis and elimi- 
nation. Additional evidence in support of such a view is afforded 
by the fact that there is such divergence of opinion as to the value 
of venesection in eclampsia, as well as by the fact that one often 
notices a remarkably sudden return of the blood pressure to its orig- 
inal high level after a venesection. Moreover, I cannot agree with 
Stroganoff in thinking that a venesection of 200 to 300 ¢.c. ean be 
of any material value in the lowering of the blood pressure or in the 
elimination of ‘‘toxins,’’ and I hold that either it should not be em- 
ployed at all, or if it is, that large quantities of blood should be with- 
drawn (750 to 1000 e.c.). 

In our clinic progressive improvement has followed the replacement 
of radical by conservative methods in the treatment of eclampsia, so 
much so that the mortality has been reduced by one-half, as may be 
noted in a paper by Karl M. Wilson, in the AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY, February, 1925, p. 189. During the 
past ten years venesection, small doses of morphia and delivery only 
after complete spontaneous dilatation of the cervix have formed the 
basis of our treatment of eclampsia, but in view of what I was able 
to report concerning the results obtained by Stroganoff, Dr. Williams 
felt that we should give his method an extended trial with certain 
minor modifications, and I am appending the routine directions for 
the treatment of toxemie patients, which was put in foree in this 
elinie, October 15, 1924. 

It is, of course, too soon to predict what the results may be, but 
if we sueceed in reducing our mortality to the level of Stroganoff, we 
shall feel that we have made a step forward, realizing, however, that 
any treatment at present is purely empirical, and must remain so 
until the actual eause of the disease has been discovered, after which 
a rational method of treatment may be evolved. 
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TREATMENT OF PATIENTS WITH TOXEMIA OF PREGNANCY AT JOHNS HOPKINS 


Dispensary 
1. Patients must be sent into the hospital whenever they show: 
(a) Systolic pressure of 150 or more and ++ albumin. 


(b) Undue rise in diastolic pressure. 
(c) Any one of the above symptoms associated with severe 
epigastric pain or pronounced edema. 
(d) Sudden amaurosis, even if none of the conditions mentioned above 
are present. 
2. Patients with increasing blood pressure and definite trace of albumin must 
visit the dispensary twice a week. If they do not follow directions, Social Service 
must visit them promptly. 


headache, 


Ward Service 
Toxemias 

1. In moderately sick patients when the albumin does not fall to below 1 gram. 
per liter within a week, or when the general condition is not satisfactory, the in- 
duction of labor should be seriously considered. 

2. Very ill patients will probably have induction of labor sooner, immediate in- 
duetion when amaurosis develops suddenly, either with or without epigastric pain. 
In nulliparae with a rigid cervix, cesarean section may be considered. 

Eclampsia 

1. Upon admission. 

Patients with frank eclampsia are: 

(a) To be placed in a quiet darkened room and to be disturbed as little as 
possible. 

(b) To have special nurse continuously until definitely out of coma. 

(ec) To have %4 gr. morphia by hypodermic immediately. 

(d) To be catheterized, examined medically and obstetrically and bled for 200 
c.c. under nitrous oxide anesthesia if conscious. The venesection is 
done only when it is necessary to obtain a blood specimen for research 
work. 

(e) To be placed on one side, with foot of bed elevated so long as coma per- 
sists. Mucus to be swabbed from pharynx as it collects. 

(f) To have water freely when conscious. If patient cannot drink on account 
of coma or lack of desire, the intravenous administration of 500 c.c. of 
5 per cent glucose solution should be considered. 

(g) Not to be delivered until after cervix is fully dilated. Then by the sim- 
plest operative means, unless spontaneous delivery seems imminent. 

(h) No chloroform to be used. 

(i) Notify the chemical assistants as soon as patient is admitted, so that 
the necessary observations can be made. 

2. One hour after admission. 

If comatose give 2 grams chloral hydrate in 100 ¢.c. of normal salt solution, 
and the same quantity of milk per rectum. If conscious the chloral can 
be administered by mouth in 100 c.c. of milk. 

3. Three hours after admission. 
grain morphia hypodermically. 
4, Seven hours after admission. 
2 grams chloral hydrate as above. 
. Thirteen hours after admission. 
1.5 grams chloral hydrate as above. 
3. I'wenty-one hours after admission. 
1.5 grams chloral hydrate as above. 
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General directions 


(2) While eclamptic patients are under treatment, the assistants and nurses 
must insist upon the greatest possible quiet on the fifth floor. 

(b) Catharsis, sweating or venesection in excess of 200 ¢.c. must not be 
employed. 

(c) No change to be made in above schedule unless authorized by Drs. Wil 


liams or Stander. 


(In operation from October 15, 1924.) 


THE CONSERVATIVE TREATMENT OF ECLAMPSIA, WITH 
REPORT OF CASES* 


By E. L. Kina, M.D., F.A.C.S., New Orveans, La. 


(Assistant Professor of Clinical Obstetrics, Tulane University) 


HE advocates of ‘the conservative treatment of eclampsia have 

gradually been gaining ground at the expense of those inelined 
toward more radical measures, so that at present practically all the 
leading obstetricians of the world are in favor of the former plan of 
attack. The history of the development of Stroganoff’s method and 
its various modifications is so well known that repetition is un- 
necessary. 

Kitzgibbon, of the Rotunda Hospital, advocates free elimination 
without morphia, chloral, chloroform or venesection and reports 204 
cases with a mortality of 10.75 per cent. Williams employs free vene- 
section, withdrawing as much as 1,000 ¢.c., moderate doses of morphia, 
purgation and intravenous glucose infusions. He reports 115 eases 
with a total mortality of 14.8 per cent, 13 per cent in the antepartum 
and intrapartum varieties, and 21.7 per cent in the postpartum type. 

Reports by other authorities bear these figures out, and it is ap- 
parent that the employment of the conservative method is followed 
by a maternal mortality appreciably lower than that following radical 
operative procedures. Relatively few obstetricians adhere to the 
Dublin method and the majority employ morphine more freely 
than either Williams or Stroganoff. DeLee is also opposed to heroic 
doses of morphine; he prefers to individualize his cases and leans 
toward the more active measures if the patient is in skilled hands and 
the infant is viable. 

In New Orleans radical measures were preferred until quite recently. 
The methods employed varied with the stage of development of obstet- 
rie surgery so that we find 15 years ago accouchement foreé was the 
rule, to be succeeded by cesarean section (generally abdominal, rarely 
vaginal), which was the undisputed favorite until conservatism in- 


*Read at a meeting of the New Orleans Gynecological and Obstetrical Society, 


December, 1924, 
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vaded the field. The latter procedure has been by no means disearded ; 
it was popularized by the obstetricians and is still in high favor with 
the general surgeons. The results, however, have been far from satis- 
factory. Dicks, in reviewing the eases of eclampsia treated at Charity 
Hospital in the 15 year period from 1906 through 1921, found the 
maternal mortality to be 49 per cent. In studying the abdominal 
cesarean sections at the same institution from 1909 through 1921, I 
found 62 cases of eclampsia with 20 maternal deaths, a mortality of 
32.26 per cent. The idea was firmly planted in our minds that because 
eclampsia was a complication of pregnancy the only way to treat it 
was to end the pregnancy as quickly as possible, so that the con- 
version to the conservative methods has been of slow evolution, in spite 
of the excellent results published in various reports. 

This year we determined to give the newer method a real trial in 
the service of Dr. C. Jeff Miller at Charity Hospital, and while the short 
time at my disposal in the preparation of this paper did not permit 
a review of all our cases, I wish to report a few specimen cases, and 
ean say for the whole series that the results have been extremely 
gratifying, for we have not lost a single mother from eclampsia during 
that time. 

It is understood, of course, that we vary our method to meet the 
needs of the individual ease, but in general our plan of treatment is as 
follows: 

1. On admission, morphia gr. %. (Williams advoeates gr. 4, but I 
prefer the larger dose.) 

2. Venesection, with withdrawal of 500-800 ¢.c. of blood. The blood 
pressure is carefully watched and the procedure discontinued at once 
if it falls to 130, as the chances are it will drop still further when 
the bleeding is stopped. If only a small amount has been withdrawn 
and convulsions are not checked the procedure is repeated. Williams 
bleeds if there is more than one convulsion, taking out 1,000 e¢.¢., or 
less if the systolic pressure falls to 100. 


) 


. As a rule, convulsions cease after this treatment. If they do not, 
morphia gr. 14 is given again as indicated. Williams does not use 
more than gr. % in 24 hours but I have employed a grain or more 
without deleterious effects. We sometimes employ also chloral hydrate 
or potassium bromide, or both, in large doses (30 to 60 grains of each 
by rectum every 4 to 6 hours as indicated). I have noticed that upon 
improvement the patients sometimes become violent and hard to con- 
trol, a complication not encountered in handling cases by the radical 
method, and we have found that the administration of chloral and a 
bromide, or even another dose of morphia, meets the situation best. 

4. After a period of rest a 5 gallon colonic flush of 2% per cent 
solution of sodium bicarbonate solution is given. The stomach is 


i 
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washed out if necessary and Epsom salts or castor oil, preferably the 
former, may be introduced through the tube. If gastrie lavage is not 
employed, croton oil, 2 minims, is given on the base of the tongue. 

5. Last of all we consider the termination of the pregnancy. If the 
patient is in labor, or if labor supervenes during the above procedures, 
we permit it to continue naturally. If it does not come on, we feel 
that it should be induced but not, as a rule, until convulsions have 
ceased and the patient’s condition has improved. In one instance we 
deferred induction until 24 hours after the last convulsion and in 
another, our mildest case, with only one convulsion, labor was not in- 
duced until 10 days later, as I was trying to bring about sufficient 
improvement to justify an attempt to carry the patient to the stage 
of viability. This, however, could not be done. 


CASE 1.—This patient, six and one-half months pregnant, was seen at the office 
on Thursday when her blood pressure was 128 systolic and her urine negative. Sun- 
day afternoon, after a short prodromal period, she had a convulsion. Morphia gr. 
1% was given and there were no further convulsions. The toxic condition persisted, 
however, with high blood pressure and albuminuria so that it was necessary to induce 
labor 10 days later. The baby weighed 3 pounds and was stillborn. 


CASE 2.—This patient had three convulsions before admission at which time her 
systolic pressure was 150. Morphia gr. 4% was given at 9 A. M. She had 3 more 
convulsions at short intervals and 700 ¢.c. of blood was withdrawn. Scopolamin 
gr. Ys5o9 was given at 11:30 and morphia gr. 44 at 12:30. At 2 P. M. she had 
another convulsion and at 2:30 she was given an infusion of 1,000 ¢.c. of 5 per 
cent glucose solution. At 3:30 another quarter of a grain of morphia was admin- 
istered and at 4 a bag was introduced under nitrous oxide and oxygen anesthesia. 
At 5 P. M. she had her eighth and last convulsion and at 9:50 she delivered a 
stillborn fetus which, with the placenta, weighed 414 pounds. 


Case 3.—This patient had five convulsions which were controlled by morphia 
gr. 4, a venesection of 600 ¢.c. and an infusion of 500 c.c. of 5 per cent glucose 
solution. A/bag was introduced 12 hours after admission and removed 26 hours 
later. Ten hours afterwards she delivered a macerated fetus weighing 3 pounds 
10 ounces. 


Case 4.—This patient was admitted with a systolic pressure of 165. She had 
had nine convulsions before admission and had four more in the hospital. She was 
at term but the baby proved to be dead when she was first seen. She was given 
morphia gr. 144; venesection was done twice, removing a total of 1,000 cc. of 
blood; glucose and saline solutions were given by infusion and chloral hydrate 
and potassium bromide were given by stomach tube. She was also given a dose 
of luminal sodium as her delirium was hard to control. Twenty-four hours after 
admission and 18 hours after the last convulsion a bag was introduced and the 
stillborn child delivered seven hours later. 


Case 5.—This patient was admitted in labor and delivered a dead baby shortly 
afterwards. She had two convulsions before and two after admission. She was 
given morphia gr. % and 600 c.c. of 5 per cent glucose solution intravenously, and 
210 c.c. of blood were withdrawn. 


Case 6.—This patient was admitted with a diagnosis of preeclamptic toxemia 
and within 36 hours the toxemia had markedly increased and she was totally blind. 
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Shortly afterwards convulsions developed. Within 2 hours she was given morphia 
gr. 3% and 600 ¢.c. of blood was removed. She also had 60 grains each of chloral 
hydrate and potassium bromide by rectum. <A bag was: introduced and 1,000 c.c. 
of 5 per cent glucose solution given intravenously. She had eight convulsions in 
all, each milder than the preceding one. Morphia was given as indicated, a total 
of one grain in nine hours, and two doses of chloral and bromide by rectum. 
Irregular pains began next morning, but 59 hours after the introduction of the 
bag they were no stronger, the cervix was only slightly dilated, and her tempera- 
ture was 102°. The bag was then removed. Twenty-four hours later, when the 
cervix was still only partially dilated and the pains were still slow and irregular, 
a larger bag was introduced. Delivery did not occur until the next day, four days 
after the introduction of the first bag. An almost complete anuria had developed, 
which improved after delivery, but she developed septicemia and died two weeks 
later. In this case the eclamptic seizures had ceased four days before delivery 
and the death was frankly due to sepsis. As far as I can ascertain from 
records, this the first fatal ease of sepsis in many years originating in the hospital 
after vaginal delivery. 


The cases I have quoted are typical of the others. Certainly these 
women were as ill as any we have handled in the past and the uniform 
suecess of our treatment has been most gratifying. The fetal mortality 
was 100 per cent, but two of the babies, the only full-term ones in 
the series, were dead on admission, and the other four were hopelessly 
premature. 

The method to be employed in bringing about the termination of the 
pregnancy is our chief concern. If the patient is at or near term and 
not in labor I feel that the bag is best. It should not be introduced, 
however, until the convulsions have ceased and the patient’s condition 
has improved. Labor generally supervenes in a few hours and deliv- 
ery as a rule is readily effected, though version or forceps is some- 
times indicated. On the other hand, the bag is not entirely satisfactory 
in pregnancies no further advanced than six and one-half or seven 
months. It is slow and uncertain in its action both in eclampsia and 
preeclamptiec toxemia. In the four premature cases which I have 
reported, delivery followed the introduction of the bag in 6, 36, 48 
and 96 hours respectively. In the last case the eclampsia was con- 
trolled and the death from sepsis was undoubtedly due to the re- 
peated vaginal manipulations, though every aseptic precaution was 
apparently observed. It is rather difficult, as a rule, to terminate a 
pregnancy between the sixth and eighth months, and it is very trying 
on all concerned to have these patients complaining with ineffectual 
pains for hours and days before a premature, stillborn fetus is finally 
delivered. I have come to believe that in such a case vaginal cesarean 
section under gas or ethylene, after convulsions have ceased and the 
patient’s condition has improved, will give better results. 

In conclusion, I wish to emphasize that we must be radical in our 
conservatism ; half-way measures invite failure. To employ morphia 
timidly, in doses of a sixth of a grain, and to remove little or no blood 
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is to court failure. The Rotunda method may be effective, but I 
prefer to see other reports on this treatment from other eclinies before 
I shall feel justified in trying it on my patients. 


Nore: Since this paper was read, we have treated another patient 
successfully along the same lines. She had morphia, gr. 114, over a 
period of fourteen hours, two venesections of 500 ¢.c. and 400 e.e., 
respectively, one hour and fourteen hours after admission, and an 
infusion of 1,000 ¢.c. of 5 per cent glucose solution after the first 
venesection. A bag was introduced fifteen hours after admission, and 
a living baby was delivered by mid-foreeps seventy-five hours later. 


MAISON BLANCHE BUILDING. (For discussion see page 412.) 


THE MODIFIED SCANZONI MANEUVER IN THE TREATMENT 
OF VERTEX-OCCIPITO-POSTERIOR POSITIONS* 
3y ArtHuR H. Bini, M.D., CLEVELAND, 


HE occipitoposterior position is without doubt the most important 

complication of obstetrics. Important, not in respect to the ma- 
ternal mortality associated with its occurrence as compared to that 
of some of the more infrequent but more serious conditions of the 
mother, but on account of its extremely frequent occurrence; the 
apparent inability of a large percentage of physicians who practice 
obstetrics to properly manage such eases, the fetal morbidity and mor- 
tality and maternal morbidity as well as the unnecessary suffering 
and fatigue of the patient resulting from mismanagement. In the 
management of this complication the physician has fallen so far short 
of the possibilities of treatment that the posterior position still re- 
mains the most mismanaged obstetric condition. On account of the 
extreme frequency of this complication more damage has probably 
been done in the course of treatment than in all other obstetric com- 
plications put together. And yet it is a condition which may be 
asily met and the ease handled to the utmost satsifaction and with 
excellent results if proper methods are used. 

To one who has carefully made a diagnosis of presentation and 
position early in labor, it is apparent that the occipitoposterior posi- 
tion oceurs far more frequently than the usual statistics would lead 
us to believe. For example, of my own eases 30 per cent have been 
occipitoposterior. 

In many of these cases the head will rotate spontaneously to an 
anterior position, but in a large pereentage of cases the rotation will 

*Read at the Thirty-seventh Annual Meeting of the American Association of 


Obstetricians, Gynecologists and Abdominal Surgeons, Cleveland, Ohio, September 
18 to 20, 1924. 
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occur only after hours of unnecessarily prolonged labor and in a 
considerable proportion of cases there will be cither no rotation or the 
occiput will rotate posteriorly. 

In this paper I am not coneerned with that small group of cases 
in which, especially in multiparae, after full dilatation and rupture of 
the membranes the head rotates with the next pain or two. These will 
take eare of themselves. However, altogether too much stress is laid 
upon the fact that spontaneous rotation commonly oceurs and state- 
ments to this effect are used as an argument against the necessity or 
advisability of interference or assistance on the part of the obstetri- 
cian. Such arguments do not take into consideration the fact that 
rotation is usually associated with prolongation of the second stage 
of labor with the accompanying dangers, suffering and fatigue. To 
these dangers the patient is subjected unnecessarily for they may be 
avoided by the proper management of this complication. 

This paper is presented to specialists, to obstetricians who are striv- 
ing toward scientific advancement in their specialty, who are watchful 
for every means of relieving not merely those conditions which are 
associated with danger to the life of mother and child and with ab- 
solute obstruction to the passage of the presenting part, but also to 
simplifying labor to the extent of relieving the suffering of the patient, 
of allaying her fear of going through labor, and of reducing her 
fatigue to a minimum. To such it must be apparent that the occipito- 
posterior position is a distinct abnormality accountable for these un- 
fortunate features and disasters of labor and that as an abnormality 
it should be corrected. 

Does the fact that in a large percentage of posterior positions the 
head will eventually rotate, constitute a reason for allowing the labor 
to continue in the presence of such an abnormality, and a contra- 
indication to resorting to methods which will convert the abnormality 
into a normal condition? I would answer with a most emphatic no. 
At the meeting of this Association held two years ago, in a discussion 
of foreeps rotation in occipitoposterior positions, the statement was 
made by one of our members that if I had performed this maneuver 
in several hundreds of cases I had done it unnecessarily, because his 
statistics showed that in most of these cases rotation would eventually 
occur. He also stated that the modified Seanzoni maneuver was a 
dangerous and difficult procedure, often associated with damage to 
the child’s head and laceration of the vaginal wall. 


These statements more than anything else prompted me to again 


speak on a subject which I have presented to this Association on at 
least two previous occasions. 


Obstetrie practice has changed very materially in recent years, and 
in some instances the changes in procedure have without doubt been 
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too radical. However, the general trend has been to make obstetric 
practice a more exact art and to get away from the former policy 
of indefinite watchful waiting, during which the physician did little 
or nothing for his patient. Every innovation has met with strong 
opposition and has been the subject of strenuous discussion as the 
minutes of this Association will show. However, many have been 
eventually adopted. Thus for several years these meetings furnished 
the oceasion of bitter discussion of the advisability and even propriety 
of administering anesthesia during labor and yet what obstetrician 
is there present who does not at the present time administer anesthesia 
in labor? 

While I do not agree with some of the more radical and revolu- 
tionary views advanced for the termination of labor, I am very firmly 
convinced that it is our duty as obstetricians to use all the skill which 
we possess in relieving our patients of the necessity of trying to 
overcome such an abnormality as the posterior position, which it may 
take them hours to overcome when we are able to correct that ab- 
normality in a few minutes with safety for the mother and child. 
We must have realized long ago that most of the textbook indications 
for the termination of labor fell very far short of fulfilling the possi- 
bilities of first-class treatment. As a rule they consist of signs of 
danger to the life of the unborn child, signs of risk to the life of the 
mother, or utter fatigue; or absolute lack of advance of the head after 
a certain number of hours in the second stage of labor with no refer- 
ence to or discrimination as to the cause of the lack of progress, but 
seldom is there reference to what we may e¢all humanitarian reasons 
for interfering. However, aside from the question of humanity, pro- 
longed labor in a ease of occipitoposterior position must have a dis- 
tinctly bad effect upon the mother, for extreme fatigue in labor not 
only carries with it its immediate dangers, but has a decided bearing 
on the convalescence of the patient, and prolonged pressure upon 
the head of the child may materially endanger its future development. 

The writer believes very firmly in the correction of the posterior 
position early in the second stage of labor regardless of the fact that 
the head might rotate if the patient were allowed to continue in labor 
two or three or four or more hours longer. He believes that the 
obstetrician should do his part in such a labor and not expect his 
patient to do everything. 

These statements are made with a full knowledge that a tremendous 
number of cases of occipitoposterior positions are greatly neglected. 

The title of this paper is ‘‘The Modified Seanzoni Maneuver in the 
Treatment of Vertex-Occipito-Posterior Positions.’? However, I do 
not wish you to think that I consider this procedure the only proper 
way of handling such cases. There are in my opinion two approved 
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methods of terminating labor when the posterior position exists, 
namely podalic version and forceps rotation and delivery. Each has 
its proper place. My selection of these methods is about as follows: 
In all cases in which the head is in the pelvie cavity, forceps rotation 
is used. If the greatest diameter of the child’s head has not passed 
through the pelvic brim there is a choice between version and forceps 
rotation, depending largely upon the tonicity of the uterus and the 
amount of water present, both of which depend upon the length of 
time which has elapsed since rupture of the membranes. Roughly 
speaking these procedures are used in about an equal number of 
eases when the station of the head is high. 


In the group of cases in which forceps are to be used, the modified 
Seanzoni maneuver stands out above all others as the operation of 
choice. I know of no obstetric procedure which is more fascinating 
and which gives such uniformly excellent results. It is not a danger- 
ous procedure as has been stated and not a difficult procedure. At 
the Cleveland Maternity Hospital all members of the Visiting Staff 
use this method and all of the Resident Obstetricians are taught to 
perform it. Failures in attempts to perform this maneuver or injuries 
to the child or birth-canal are all due to improper technic. I am 
firmly convineed of the fact that the reason why the modified Sean- 
zoni maneuver is not more generally used is because the technic is 
not understood and hence I shall devote the remainder of my time 
to pointing out the most vital points in the proper technic and some 
of the erude and improper methods of using forceps in occipito- 
posterior positions. 

I. Full dilatation of the cervix should be present before forceps are 
used. Efforts toward pulling a head through an undilated os and 
against a resistant cervix must be condemned. 

II. No traction should be made while the head is in a posterior 
position or during the rotation. The method of drawing the head 
down to a lower pelvic plane before rotating is absurd. The reason 
the head does not descend spontaneously is because of the poste- 
rior position. There are many eases in which a rapid and almost 
precipitate birth would take place were a normal anterior position 
present, and yet in these same cases the head may remain at the pelvic 
brim in spite of very forcible pains. To drag such a head down in a 
posterior position requires force which is absolutely unjustified. If 
the head were rotated it would descend with practically no traction. 
Making traction and turning at the same time, thus producing a spiral 
movement, is responsible for the tears in the vaginal wall which 
have been held up as an argument against the Seanzoni procedure. 
The head should be rotated in the station in which it les and no 
traction made before or during the rotation. This part of the ma- 
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neuver aims simply at correcting the abnormality and not at advance 
of the head. 

III. An accurate cephalic application should always be made, as this 
prevents the possibility of the blades slipping during the rotation. 

IV. Rotation should be made in such a way that the blades of the 
foreeps shall remain in approximately the same axis. With the usual 
forceps which have a pelvic curve this may be accomplished only by 
making the handles of the forceps describe a large cirele during the 
rotation. Failures in attempts at rotation are very often due to 
simply twisting the handles, which tends to make the tips of the blades 
deviate from their axes and describe a circle which of course they 
cannot do since such an attempt would only foree the child’s head 
against one side of the pelvis and rotation would not occur. 

V. Rotation should be continued until the sagittal suture lies in the 
anteroposterior diameter of the pelvis and not merely to the oblique 
diameter. If rotation is carried only to the oblique diameter the 
head will very likely slip back to the posterior position before the 
reapplication of the forceps. 

VI. After complete rotation and before the removal of the blades 
enough traction is made to fix the head in its new position. The 
blades are then removed and reapplied to the head whieh is now in 
a normal position. 

VII. In the reapplication of the forceps the posterior blade should 
always be applied first to support the head and avoid the possibility 
of forcing it back into its original posterior position during the ap- 
plication of the anterior blade. 

Success or failure of attempts to perform the modified Seanzoni 
maneuver depend entirely upon whether the obstetrician adheres 
strictly to these vital points in technic. 

Rotation of the head manually, while a thoroughly scientific pro- 
cedure in that it corrects the abnormality before traction is made, 
offers the objection that the head must be considerably displaced 
during the manipulation and also that there is greater danger of its 
slipping back to the posterior position before forceps are applied. The 
application of a volsellum foreeps to the child’s sealp to prevent 
backward rotation of the head after manual rotation seems a very 
erude and unnecessary procedure. 

In conclusion, my plea is for correction of posterior positions early 
in the second stage of labor as one of our greatest means of simpli- 
fying labor. This may be done by podalie version and by forceps in 
the groups of cases especially suited to each procedure. 

When forceps are used the modified Scanzoni maneuver is above 
all the procedure of choice. 


503 OSBORN BLDG. (For discussion see page 892.) 


REPORT OF TWO CASES OF BICORNATE UTERUS WITH 
PREGNANCY—CESAREAN SECTION* 
By ArtrHurR T. Jones, M.D., Provinence, R. I. 


Pipers of bicornate uterus are not extremely rare. On the other 
hand they are not so common that we are seeing them often and 
undoubtedly there are many eases that escape detection and the diag- 
nosis of bicornate uterus is often not made unless there is occasion 
to open the abdomen for some surgical condition. 

The following two cases seemed to be of sufficient interest to warrant 
reporting. The first was reported-at Albany in 1922, in a paper en- 
titled ‘‘Malformations of the Uterus and Appendages, with a Report 
of Six Cases.’”® 

Sinee reporting this case as a malformation the patient has been 
pregnant and delivered of a living ehild. 

The full report of case number one is as follows: 


Mrs. C. W., age thirty-four, white, married five years. Menstruation has been 
normal; had one miscarriage at two months. The patient had been delivered of a 
six and one-half months’ fetus two weeks before she was seen by me in con- 
sultation. Four days before labor she had complained of pain in her left side 
and following her delivery had noticed the presence of a tumor in that side. 
Examination showed the presence of a large tumor in the left side of the abdomen 
and pelvis, apparently connected with the uterus. The latter seemed about normal 
size for a uterus that had evidently been pregnant and miscarried two weeks or 
so previously. A diagnosis of a left-sided ovarian cyst was made. At operation, 
April 10, 1920, which was twenty-six days after delivery, the tumor mass was 
found to be the left horn of a bicornate uterus and was the size of a cocoanut. 
A definite suleus divided this horn from the right side. The latter was about the 
size of a normal uterus. The transverse colon was adherent to the fundus of the 
left horn and when separated it revealed an ulceration or perforation of the uterus 
from which a dark bloody fluid escaped. The perforation had been evidently 
sealed over by the transverse colon adhering to it. The entire left side of the 
uterus was removed along the dividing suleus. The remaining incision into the 
uterus was closed in layers and the round ligament which was detached from 
this left horn was sewed to the left side of the remaining or right half of the 
uterus. The abdomen was closed and the patient made an uninterrupted recovery. 
Examination of the left half of the uterus, which was removed, showed the mucous 
membrane very dark, grumous looking and thrown into heavy folds. It was 
evident that the pregnancy had oecurred in this horn which had failed to involute 
and the ulceration or perforation had occurred at the fundus, where Nature had 
evidently taken care of it. The pathologie examination showed an excess of 
fibroid tissue but nothing else abnormal. 

The patient was examined August 4, 1922. Uterus seemed normal in size and 
freely movable. Slight thickening on left side in the broad ligament. Right 
appendage seems normal. Up to this date no pregnancy had occurred following 


*Read at the Thirty-seventh Annual Meeting of the American Association of 
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operation. Patient was very anxious to have a child and was advised that if 
she became pregnant we would do a cesarean section. She was seen October 15, 
1923, and was between two and three months’ pregnant. On April 22, 1924 
the head of the child was low in the pelvis. Cervix soft and taken 
up. Fetal movements active. After consultation it was deemed advisable to 
not wait until full term, but to do a cesarean section at eight months. This was done 
April 28, 1924. A high incision was made and a living healthy child delivered. Pa- 
tient made an uninterrupted recovery and was discharged on the nineteenth day, well. 


The second case was referred to me November 1, 1923, with the 
following history : 


M. L., age twenty-one, white, married two years and five months. Men- 
struation began at thirteen years, every twenty-eight days, painful first 
day; duration two to three days, moderate amount. Condition unchanged 
since marriage. Her last menstruation was August 27, she being now two months’ 
pregnant. Examination shows condition of double vagina, a septum running 
along entire length in midline with a small separate cervix in each canal. Uterus 
is somewhat enlarged, but unable to determine in which side pregnancy may be. 
Nineteen days following this examination we removed the vaginal septum, feeling 
that it would be a definite obstruction to labor and as we had not determined thus 
early that she should have a cesarean section. June 19, 1924 she was seen in 
consultation, about two weeks over her normal period of gestation. Cesarean 
decided upon. The following day, June 20, patient began with labor pains and 
was immediately taken to the hospital and operated upon. A high incision was 
made and pregnancy was found to be in the left side of the uterus. A living 
normal male child was delivered. Incision in uterus was closed in usual manner. 
Right side of uterus was somewhat larger than a normal nonpregnant uterus 
and was in the pelvis occupying so much space that it would have prevented any 
possibility of delivery of a living child through the pelvis. The patient made 
an uninterrupted recovery and was discharged well seventeen days following opera- 
tion. 

Both of these patients may become pregnant again and I see no reason for 
preventing the same, nor why they should not have a cesarean section again if 
they do become pregnant. 


As the bicornate uterus or a double uterus is definitely an anatomic 
defect the condition is very apt to complicate labor. We may get a 
definite dystocia or a ruptured uterus. 

From a careful review of the literature on pregnancy in bicornate 
and double uteri it would seem to the writer that when a diagnosis 
ean be made before delivery or attempted delivery these eases should 
be delivered by cesarean section. 

In the two eases I have reported I feel that we had our definite 
indications and that neither of these cases should have been allowed 
to attempt spontaneous delivery. 
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REPORT OF CASE OF A LARGE MUCOCELE OF THE CERVIX, 
FOLLOWING A SUPRAVAGINAL HYSTERECTOMY 
FOURTEEN YEARS PREVIOUSLY* 


By FrepertcK A. CLELAND, B.A., M.B., Toronro, CANADA 


Mrs. J., age forty-eight was operated upon about fourteen years ago for leiomy- 
omata of the uterus, at which time supravaginal hysterectomy, with removal of both 
tubes and both ovaries was performed. She presented no unusual symptoms until 
the spring of 1924, when she complained of fulness in the pelvis, frequency of 
urination and constipation. Examination discovered a large, smooth, cystic tumor, 
filling the true pelvis. The tumor was about the size of a fullterm fetal head, 
fixed but not tender. The patient did not know whether the ovaries had been re- 


Fig. 1. 


moved at the previous operation, and the surgeon who had performed the operation 
had died in the meantime and no history could be obtained. 

Operation was advised and performed June 5th, 1924. Upon opening the abdo- 
men, the tumor was found to be completely covered with peritoneum, fixed in the 
pelvis, and the round ligaments on either side attached to it. The peri- 
toneum over the tumor was incised, the round ligaments on each side severed, 
the bladder separated anteriorly, and, after considerable difficulty, the tumor was 
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shelled out from beneath the peritoneal covering. It was then discovered to be 
attached to the vagina. The vagina was opened into and cut across transversely 
and the tumor removed. The vaginal flaps were sutured in the midline and the 
round ligaments sewn to the stump, the raw surface covered with peritoneum and 
the abdomen closed in the usual manner. Both ovaries, both tubes and the body 
of the uterus had been removed at the previous operation. Patient made an unin- 
terrupted recovery. 

Macroscopic examination of specimen disclosed a grayish, red, pyriform, cystic 
tumor, measuring 4% inches in length by 3%4 inehes at its greatest width. The 
vaginal portion of the cervix forms the smooth, whitish, convex base and measures 
3% inches in diameter. Small, delicate blood vessels cam be seen coursing over 
this surface and in several places whitish elevations, which are apparently flattened 
out nabothian follicle remain. There is no patent external os but a puckering 
ean be seen about its center, which is probably where the edges have become ad- 
herent. The vaginal wall is shown at one side of the base, as a small flap of 
tissue. Around the remaining portion it has been dissected off very close to the 
expanded cervix. The tumor tapers off from this wide base to a narrow apex 
of more thickened tissue, and it was to this apex that the round and infundibulo- 
pelvic ligaments had been attached at the previous operation. A small opening 
was made in the tumor and about 300 ec. of clear mucogelatinous fluid was 
evacuated. This fluid was neutral in reaction to litmus and had a specifie gravity 
of 1006. In order to mount this specimen, the cavity has been packed with cotton 
to preserve its contour. 

Microscopic.—The section through the wall of the cyst shows laminated layers 
of fibrous and muscle tissue. These structures show considerable atrophy but have 
retained the original blood vessels which are thick-walled and muscular and appear 
relatively large for the thickness of the cyst wall. Throughout this stroma there is 
an entire lack of inflammatory reaction. On the inner surface is a lining membrane 
of flattened epithelium, only one layer in thickness, while on the outer surface 
there is a covering membrane of squamous epithelium several layers deep. No 
glandular tissue can he recognized associated with the inner layer of epithelium. 


Kor the lack of a better name, I called this tumor in our program, 
a eystie degeneration of a cervical stump, but this seareely deseribes 
it correctly. Oskar Klotz, Professor of Pathology at Toronto Uni- 
versity, suggests calling it a mucocele of the cervix, which seems a 
better term. I have been unable to find in the literature anything 
similar to .this specimen, and I trust it is sufficiently unusual to 
warrant my presenting it at this Association meeting. 
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THE RELATION OF EXTRANEOUS DISEASE AND SUBSEQUENT 
ORGANIC DEFECTS TO THE INCIDENCE OF ECLAMPSIA* 


By J. Stuart LAwWRANCE, M.D., Pa. 
(From the Obstetric Department of St. Mary’s Hospital) 


URSUANT to the idea that all the relevant gross clinical and 

statistical data concerning eclampsia have not been assembled, 
analyses have been made of various features, some of more, some of 
but little importance, but all, we believe, of interest in this, the most 
intriguing of symptom complexes. In this examination, we have 
sought to determine what relation there may be, if indeed there be 
any, between the incidence of previous and concurrent diseases, their 
subsequent pathology, and the incidence of eclampsia. In order that 
one may have the proper perspective, it is perhaps better to regard 
eclampsia as the terminal convulsive stage of a toxemia that has ad- 
vaneed through two stages, the mild and the severe, to the convulsive 
stage, rather than as a detached entity. The analysis is prepared from 
this standpoint. The incidence of notable previous diseases, their sub- 
sequent pathology, and of coneurrent diseases, has been ascertained 
for each stage and for one entire series of pregnancies named our 
Kirst Series, which serves as a control for comparison. Ever since 
Tweedy, and later Lichtenstein, pointed out the significance of inter- 
current lesions, we have made special efforts to obtain exact and full 
records of each patient’s previous medical history, often verifying 
statements by consulting members of the family and the family physi- 
cian. We try by routine fortnightly examinations, carefully recorded, 
to obtain accurate knowledge of defective organs. The material con- 
sists of 1708 pregnancies arranged in two series that are identical in 
every respect except that the first series received weekly prenatal eare, 
and the second series did not; and as a consequence, the second series 
contains nearly six times as many eclampties as the first. The first 
series contains 907 pregnancies of all sorts; 280 of these became toxie, 
viz., mild stage 186, severe stage 89, convulsive stage (eclampsia) 5. 
The second series contains 801 pregnancies of all sorts, and 28 of the 
convulsive stage (eclampsia), the number of the mild and severe stages 
of this series is unknown. 

Our material is presented in the accompanying tables. 

Deductions from Table I—(1) The number of individuals who had 
any diseases previous to pregnancy, inereases from 35.6 per cent for 
the control, to 40.8 for the mild, 46 for the severe, and 72 for the 

*Read at a meeting of the Philadelphia Obstetrical Society, March 6, 1924. 
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TABLE I 
INCIDENCE RATE OF DISEASES AND DEFECTS ORIGINATING PREVIOUS TO PREGNANCY, 
IN A TOTAL SERIES (FIRST SERIES) OF PREGNANCIES, AND IN THE THREE STAGES 
OF TOXEMIA, COMPARED 


TOXEMIA 


CONTROL 


CONVULSIVE 
TOTAL PREG- SEVERE STAGE 
NANCIES MILD STAGE STAGE (ECLAMP SIA) 
Ist Series | Ist Series 1st Series Ist & 2nd 
No. Per |\No. Per No. Per Series 
Cent Cent Cent No. Per 
Cent 
Total Number 907 186 89 33 
Individuals having previous dis- 
ease 323 35.6 | 76 40.8 41 46. (24 72.7 
Individuals with no previous dis- 
ease 584 64.38)110 59.148 53.9 | 2 6 
Individuals with no data 0 0 0 7 21.2 
d. Primary Diseases (notable) 131 14.4 | 76 40.4 41 46. (36 112. 
General infections 44 4.4 | 25 13.410 11.3 |22 68.75 
Infeetious diseases 
Loeal infections 
Respiratory infections = 87 9.5 | 51 27.4/31 34.8 14 42.4 
Trauma 
B. Secondary defects 
Cardiac 58 6.3 | 29 15.511 12.3 | 9 28. 
Gastrointestinal 30 3.3 | 11 5.9) 7 7.7510 $1.1 
Renal 44 9 4.8 29 24.7 8 25. 
Respiratory 1 0 0) 0/1 0 4 12.5 
Miscellaneous 29 3.2 | 21 11.2) 4 4.2 |11 34. 
Interruption Tendency 75 8.35 7 21.5 
1st Series 907 100. 186 100. 89 100. 5 15.6 
2nd Series 0 0 0 0/0 0 28 84. 
Stupid N.N. 91 71. |51 57. 16 50. 
Moron N.N. 0 0 4 12.5 
Thvroid small N.N, 77 60. 45 50. 21 63. 


convulsive stage. The number of individuals who had no diseases, 
decreases from 64.3 per cent to 59 for the mild, 54 for the severe, and 
6 for the eclampsia. 

(2) The incidence rate of the primary diseases contracted previous 
to the onset of pregnancy steadily increases through the three stages 
of toxemia, from 14.4 per cent for the first series of total preg- 
nancies to 112 per cent for eclampsia. The most notable of these dis- 
eases are the general infections: influenza, pneumonia and acute in- 
flammatory rheumatism, in the order named. Second come the infee- 
tious diseases, and notably searlet fever. 

(3) Chronie organie defects, secondary as a rule to the primary 
diseases, and preceding pregnancy, appear to be factors of considerable 
importance in the incidence of eclampsia. It is interesting to observe 
that gastrointestinal functional defects are more frequently found 
preceding eclampsia than any other one defect, increasing from 3 per 
cent to 31 per cent. Second in frequency are the renal defects of all 
sorts: 4.4 in the controls, 25 per cent in eclampsia. Third are the 
eardiae defects, increasing from 6 per cent to 28 per cent. Various 
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miscellaneous defects, such as anemia, chronic tonsillitis, and endo- 
metritis increase from a rate of 3.2 per cent for the whole series to 
34 per cent for eclampsia. <A history of a previous tendency to the 
interruption of pregnancy increases from 8.3 to 21 per cent. 

(4) The increase in the incidence rate of previous general infections 
and of secondary organic defects progresses as one examines in order, 
first, the rate for the total pregnancies, then that for the three stages 
of the toxemias. This increase is not by any mathematical progres- 
sion, but there are two almost uniform phenomena: first, the inci- 
dence rate of all leaps from that for the total pregnancies to that for 
the mild stage, and remains as a rule steadily at this rate through the 
mild and severe stages; second, the rate makes a second leap when we 
enter the third or eclamptie stage. There are two exceptions to this 
phenomena: one, the rate of incidence of renal defects makes but one 
leap, and that in the severe stage; second, the rate for syphilis de- 
creases. 

(5) In a previous paper, the relation of stupidity, environment, etc., 
were examined, and need not be repeated; but it is interesting to note 


the rate for mental deficiency and morons, and the influence of a rigid 
prenatal supervision. 


TABLE IT 


CONCURRENT DISEASES 


INCIDENCE RATE OF DISEASES AND DEFECTS ORIGINATING IN THE COURSE OF 
PREGNANCY AND OF THE TOXEMIAS 


| CONTROL | TOXEMIA 
| ECLAMPSIA 
| TOTAL PREG.| MILD STAGE SEVERE STAGE 
| 1st Series 1st Series 1st Series tet end Sad 
Series 
907° 186 89 33 
Number INo. Per \No. Per No. Per No. Per 
| Cent| Cent Cent Cent 
Influenza | 26 251 3 1.6 0 0 1 3 
Respiratory 11 12) 6 3.25) 4 4 |3 9 
Syphilis | 11 12]| 4 2.1 | 2 2.2/0 0 
Toxemia 280 89 33 
B. Secondary Defects 
Cardiac 9 0.99) 0 0 11/8 24 
Anemia | 27 2.97| 9 4.8 8 9 9 27 
Enteritis 30 33 | 8 4.3 10 6 
Hepatitis at P.M. 0 0 | 0 0 2 2.25) 3 9 
Miscellaneous 27 2.97| 23 12.3 |7 6.8 20 60 
Renal 1112 12.3 | 84 45 25 28 24 72.7 
Respiratory | 0 0 0 0 0 0 9 7 


Deductions from Table I1—Of the primary diseases originating in 
pregnancy, few were of sufficient frequency to merit separate record- 
ing, and most of these have an indifferent relation. Influenza has al- 
most a similar rate throughout. Respiratory diseases, principally bron- 
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chitis, have for the contrel a rate of 1.2 per cent, and it steadily in- 
creases through the three stages of toxemia until in the eclamptie stage, 
it reaches 9 per cent. Syphilis, strange to say, while it has a greater 
rate in the toxemias than in the control, decreases in frequency as 
the severity of the toxemia increases, being nil in eclampsia. 

Of the concurrent organic defects, it may be said that they appear 
as the result of the toxemia, except that of anemia and enteritis, both 
of which have a steady rise in rate. Many of the remaining defects 
were terminal stages and essential features of the toxemia. Of these, 
renal defects take the first place not only because the rate of incidence 
is higher in the control but because the inerease in rate rises with the 
severity of the stage of toxemia, for starting in the control with a rate 


SUPPLEMENTARY DATA CONCERNING THE CASES OF ECLAMPSIAS 


Number of cases 33 
Number of Individuals 31 
Ist Series (Clinic 5 
2nd Series (Nonservice and Emerg.) 28 
Primipara 19 
Multipara 14 
Period of Seizure 
In Pregnancy 20 
In Labor 3 
In Puerperium 10 
Therapy: 
Conservative (Rotunda) 28 
Radical (Cesarean) 5-4 within 1% hrs. of Ist convulsion 
Mortality 10-Pul. edema 5, asphyxia 2, cardiae fail- 
ure 3 
Conservative 7-25% 
Radical 3-60% 
Premature Labor 6 
Postmortem Cesareans 3 
Living children 0 
Postmortem Version ] 
Living child 0 
N. partition of Urine determined 13 cases at time of seizure or within 24 
hrs.: others not given 
NHgs coefficient 20%, or above, 2 cases 
NHg coefticient 15% 1 ease 
NHg coefficient 5-10% S cases 
coefficient normal 2 eases 
Blood Chemistry determinations Only those made at time of seizure or 
within 24 hrs. 
Blood Sugar determined 9 cases 
Blood Sugar decreased 6 cases 
Blood Sugar inereased 2 eases 
Blood Sugar normal 1 case 
Blood Urea determined 10 eases 
Blood Urea increased 9 eases 
Blood Urea decreased 1 ease 
Blood Urie acid determined 6 eases 
Blood Urie acid increased cases 
Blood Urie acid normal 2 eases 
Blood Creatinin determined 4 cases 


Blood Creatinin normal 4 eases 
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of 12 per cent, it reaches a rate of 72 per cent in eclampsia. Res- 
piratory defects, principally pulmonary edema, come next, with no 
appreciable rate in the control, and none in the first two stages, but 
as we would expect, suddenly advance in eclampsia to 27 per cent. 
Cardiac defects have a similar curve; occurring scareely at all in 
the control, and not at all in the mild stage; they appear in the severe, 
with a rate of 1.1 per cent, and in eclampsia with a rate of 24 per cent. 
These concurrent cardiac defects are nearly all myocarditis. The clin- 
ical relation between myocarditis and pulmonary edema is shown to 
be very close. The rate for hepatitis (necrosis, fatty infiltration) is 
not the true rate, for we only classify cases as such when it has been 
proved at postmortem five necropsies were performed in 10 deaths, 
three in eclampsia, two in severe stage. (Ten deaths in eclampsia, two 
deaths in the severe stage.) All of the five showed necrosis and fatty 
infiltration of the liver; and in addition, one case showed an acute 
miliary tuberculosis, one a metastatic carcinoma. 


SUMMARY 


1. There is a close relation between the incidence of eclampsia and 
the incidence of disease contracted previous to pregnancy. I. The 
relation is a causal one. II. The diseases that appear to render a 
woman liable to eclampsia are the general infections, influenza, pneu- 
monia, acute inflammatory rheumatism, scarlet fever, furunculosis, and 
typhoid. 

2. Chronie organic defects contracted previous to pregnancy bear a 
very close relation to the incidence and to the mortality of eclampsia. 
I. The relation is a directly causative one. II. The organic defects 
originating previous to pregnancy that render a woman especially 
liable to eclampsia are in the order of their importance: (1) Fune- 
tional defects of the intestinal apparatus; extremely varied. (2) 
Renal defects, notably nephritis. (3) Cardiae defects, notably myo- 
carditis, enteritis and anemia. 

3. There is no evidence of a relation between the incidence of 
eclampsia and the incidence of concurrent diseases, except in respect 
to bronchitis. 


1332 Spruce STREET. (For discussion see page 409.) 


THE ANTEPOSED UTERUS* 
By F. Reper, M.D., Sr. Louis, Mo. 


HERE will always be an interest attached to a uterus responsible 

for pelvic symptoms on account of the selective treatment neces- 
sary for each individual case. A patient can only be given the best 
treatment when the gynecologist, familiar with the normal and ab- 
normal conditions of the pelvis, makes a careful study of the existing 
lesion and selects the treatment which in his judgment will prove 
most beneficial. 

The evolution of technical progress in gynecology has been so 
‘apid since the aseptic era in surgery has minimized the dangers of 
abdominal operations, that the scalpel is virtually the master in gyne- 
ecologic treatment today. 

When, during the progress of an examination for pelvic symptoms, 
an anteposed uterus is discovered, attention to this organ as the 
offending agent is often dismissed and other sources for the trouble 
are sought. The reason is plain because a uterus in anteversion is 
the accepted normal position of that organ. It would seem rather 
difficult reasoning to ascribe a low sacral backache, pelvie drag and 
pelvic congestion—pelvie symptoms closely associated with a retro- 
posed uterus—to an anteposed one. Yet I have found these pelvie 
symptoms in a number of cases in the presence of an anteposed uterus. 
From what symptomatic standpoint could this organ presumably in 
its normal position, be held culpable? The question is further com- 
plicated because the symptom of sacral backache is common in women 
who have borne children and in women who have not. Upon what 
grounds ean the absence and presence of these symptoms be explained? 
An answer to this question would carry with itself a certain amount 
of doubt were it not for the relief obtained from palliative measures. 
Under the circumstance it would appear perfectly justifiable to dis- 
regard the position of the fundus to a certain extent at least in at- 
tempting to discover a cause for the backache and pelvie drag. We 
have all met with cases in our gynecologic examinations where there 
was a retroposed fundus with no symptoms, and perhaps expressed 
surprise at the absence of the classic symptoms, just as we would 
expect surprise at their presence in an anteposed fundus. 

The uterus normally has a definite excursion range limited by the 
stability of the cervical supports, i.e., there are varying degrees of 

*Read at the Thirty-seventh Annual Meeting of the American Association of 
Obstetricians, Gynecologists and Abdominal Surgeons, Cleveland, Ohio, September 
18 to 20, 1924. 
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ascensus and deseensus. This can be beautifully observed in the bal- 
looned vagina of a patient in the Sims’ position. If from certain 
‘auses, such as childbirth, a relaxed or lacerated genital tract, abdom- 
inal ptosis, habitual constipation, or malnutrition, these cervical sup- 
ports suffered a loss of tone, the exeursion normally permitted will 
eventually become exaggerated in proportion to the impoverished 
strength of these supports. 

Tn contemplating a diagnosis attention must be centered on the rela- 
tive position of the cervix in relation to the pelvic frame. It is the 
position of the cervix more than that of the fundus which will aid in 
arriving at an understanding of these troublesome pelvic symptoms. 
An anteposed uterus will invariably evidence a certain degree of de- 
seensus before beginning prolapse with rotation toward the pelvie 
outlet. If the patient is young, and in reasonably good health, the 
cervical supports may possess sufficient resisting power to prevent 
further desecensus for a long time. This, however, would not cause 
an amelioration of the symptoms, the patient would still be complain- 
ing; she would, however, not be getting worse. In the course of 
time, unless the patient is relieved, quite a different picture will 
present itself when the uterus as a whole has descended into the 
bottom of the pelvis. This picture may perhaps be easier to diag- 
nose, the condition however may be more difficult to eure. 

How can an anteposed uterus in descensus produce the classical 
symptoms usually aseribed to a retroposed uterus? Inasmuch as sacral 
pain and backache may be caused by a uterus in descensus regardless of 
the position of the fundus, it must be inferred that the symptomatic 
factor can be recognized in the descensus by causing interference 
with the return of the venous blood. This is extremely plausible 
when the resultant pathology of the pelvie structures is taken into 
account. There is no doubt that after a certain period of an existing 
deseensus, circulatory disturbances, particularly venous, must take 
place in the pelvie structures, producing morbid conditions. The 
ovarian and anastomosing veins as they run through the infundibulo- 
pelvie and broad ligaments are prime factors in causing an intumes- 
eenee of these structures. Such a condition is brought about in a 
purely mechanical way and must be ascribed to a partial compression 
of the veins at a point where these vessels cross the posterior pelvic 
brim. In a state of weakened cervical supports these veins can usu- 
ally be found full and distended in the portion of the pelvis lying 
below the brim. 


The persistent increase of vascular pressure induced by the partial 
compression not only leads to an engorgement and to a swelling of 
the immediate pelvie structures by effusion of serum, but also excites 
tenderness and pain by weight and drag upon the nerves. In a gen- 
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eral pelvic engorgment the infundibulopelvie ligament and the sen- 
sitive parietal peritoneum are put decidedly on the stretch. Inas- 
much as the uterosacral ligaments are prominent structures in the 
cervical support, it can be expected that the greatest tension would 
come from the posterior part of the pelvis at or near the attachments 
over the sacroiliac joint. 


The inference must be clear that a descensus exists at the expense 
of pulling the parietal peritoneum and the blood vessels contained 
in it, thus putting these structures on a stretch from the brim of the 
pelvis downward. It is reasonable to assume that the subsequent 
stasis, which takes place below the point where the ovarian and 
anastomosing veins cross the pelvic brim must result in an engorge- 
ment of these vessels below this point. As a consequence the parietal 
peritoneum, which covers and forms a large part of the pelvic liga- 
ments, suffers from unavoidable tension and, being extremely sensi- 
tive, causes the pain which may be ascribed to a uterus in descensus. 

Is an anteposed uterus in descensus difficult to recognize? To the 
eareful examiner recognition should not be difficult. If he is not 
misled by his disappointment in not finding a retroposed uterus re- 
sponsible for the sacral backache and the. bearing-down pains and 
will investigate the anteposed uterus and its supports more closely, 
he will undoubtedly discover here the causative factor for the pelvic 
symptoms. He will notice during his manipulation with the patient 
in the dorsal position that the cervix of the anteposed uterus occu- 
pies an extreme backward position toward the hollow of the sacrum 
in relation to the pelvis, and that the uterine excursions of ascensus 
and descensus are exceedingly wide. This free mobility should at 
once attract his attention. Being a well-informed gynecologist he 
will recognize in these abnormal excursions the potential cause for 
the symptoms. To confirm his diagnosis, if the patient can be exam- 
ined in the standing posture, the examining finger will without diffi- 
culty reveal the descensus. If the patient is asked to cough, the 
condition will be demonstrated still more satisfactorily. 

Can this deseensus be accepted as the offending factor in the pro- 
duction of these pelvic symptoms? A verification can be readily 
reached by properly placed vaginal tampons, thus forcing the uterus 
as a whole well upward. If after forty-eight hours the symptoms 
and drag are relieved by this procedure the conclusion should be con- 
vincing that the descensus is the souree of mischief. 

What is the treatment for a clearly differentiated case of de- 
scensus producing pelvic symptoms? The importance of the proper 
treatment is difficult to overestimate. The indications are twofold. 
The first is to establish an ascensus as normal as is possible, and the 
second, to retain it. I may state without reserve that the surgical 


REDER: THE ANTEPOSED UTERUS 359 


correction of this lesion is the only measure that will prove curative. 
A Meigs ring pessary, or a Gehrung or even a Hodge will give tem- 
porary relief; however, these measures are only palliative and will 
not effect a cure. It must be borne in mind that in reality four organs 
are involved, namely: the vagina, uterus, bladder and rectum. A 
properly fitting pessary will support these organs and will for a time 
spare the woman many troublesome symptoms. 

For a cure of this condition, however, we must look to an opera- 
tive procedure and the one which has proved most beneficial is a 
suspension of the uterus according to the technic of Gilliam, or one 
of the modifications. I have been very favorably impressed with 
the modification of Dr. Ill. Other conditions might be present which 
may add an additional untoward element to the lesion, and indirectly 
cause an aggravation of the symptoms. A lacerated or relaxed peri- 
neum may be the cause of traction from above and should be cor- 
rected either by a perineorraphy alone or combined with a colpor- 
rhaphy. 

A cervix laceration will often prove a focus of irritation and cause 
a uterine congestion or hyperplasia, which may eventually aggra- 
vate the descensus through superimposed weight. Such a cervix 
must be repaired. Another condition whose influence may malign a 
uterus in deseensus is the loss of the retentive power of the abdomen. 
ptosis of the viscera. It is very important that an existing visceral 
prolapse receive adequate support. 

The enumerated lesions deserve close attention as their individual 
correction will materially aid in the success of the suspension. 

[ am aware that unnecessary operations for the relief of this con- 
dition have been and no doubt will continue to be performed because 
the true nature of the lesion has not been clearly recognized. In 
most instances this must be attributed to an incomplete study of the 
case. Incomplete study will lead, as it has in the past, to numerous 
sins of commission in the way of unnecessary and useless operations. 


UNIversity CLuB BLDpG. (For discussion see page 394.) 
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ECLAMPSIA IN A PATIENT WITH A DUPLEX UTERUS AND A 

SINGLE KIDNEY 
By 8S. A. Cosgrove, M.D., E. G. Warrers, M.D. 

(Visiting Obstetrician and Chief Resident Physician, re spocticcly, Jersey City Tlos 
pital, Jersey City, N. J.) 

Hk following case presented many interesting, clinical and an- 

atomie conditions. We have, therefore, deemed it of sufficient in- 

terest to warrant recording. 


Mrs. D. Y., a white female, thirty-five years of age, Polish by birth, was ad 
mitted to the hospital on February 10, 1924, in deep coma. Her past history 
was entirely negative as regards illnesses, injuries, or operations; she had de- 
livered normally two full-term infants; her menstrual history was normal; her 
last period commenced July 4, 1923. The husband stated that up to three wecks 
prior to admission the patient was perfectly well. From that time, however, 
she had had frequent and severe headaches and complained of visual disturbances. 

On the evening of February 9, when her husband returned from his oceupa- 
tion, he found his wife unconscious. He called several physicians and finally 
a public ambulance. The ambulance surgeon found the patient in a deep stupor 
from which she eould be roused, together with muscular twitchings and stertorous 
breathing. He advised removal to hospital, which was refused by the husband. 
During the night the patient had some four or five severe convulsions and upon 
the advice of several other physicians the husband permitted her removal to 
the hospital. Immediately after admission at 5 A. M. she had two marked eon 
vulsions, lasting several minutes, during which time she appeared pulseless; the 
pulse gradually returned but was very rapid and thready. Her blood pressure 
after such an attack was systolic 125 over diastolic 55. 

Physical examination showed a well-developed, moderately obese woman of 
middle age in deep coma. Her pupils were contracted and reacted slightly to 
bright light. The heart sounds were weak and rapid, with a blowing, apical, 
systolic murmur. The lungs were resonant throughout and on auscultation numer- 
ous transmitted tracheal rales were heard. The liver edge was palpable. The 
abdomen showed an apparently full-term pregnancy, with uterus displaced to 
the right and apparently in a state of tonie contraction. The lower extremities 
were considerably edematous; the urine was acid in reaction, smoky in color, 
specific gravity 1032, contained a heavy coagulum of albumin and considerable 
acetone, together with numerous hyaline and granular easts and red blood cells, 
but no sugar nor diacetie acid. 

Morphine and atropine were exhibited and a cleansing enema, followed by a 
copious high colonic irrigation, was given with good result. 

Vaginal examination showed a moderately extensive, old, second degree lacera- 
tion of the perineum, relaxed vagina, and a softened, partly retracted cervix 
with the external os dilated about one and one-half fingers. The presenting 
part could not be palpated, but the history of multiparity, the duration and 
fulminance of the eclampsia and the estimation of easy dilatability of the cervix, 
made it appear expedient to manually dilate the cervix and perform podalic 
version and extraction. 
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This procedure was undertaken. When a dilatation of about four fingers 
had been attained, the cervix tore through the right lateral fornix of the vagina, 
into the peritoneal cavity. Exploration through this rent then demonstrated 
the presence of two uterine bodies, a smaller one to the left, continuous with 
the cervix, easily manipulated, the larger to the right; the latter appeared to con- 
tain a fetus but no communication between its cavity and the vagina could be felt. 

The patient was in severe shock and attempts were made by medication and 
intravenous infusion to cause reaction. Laparotomy was performed to control 
intraperitoneal bleeding and in the interest of a child which had been demon- 
strably living a few minutes before. 

The patient died just as the right uterus was incised, and a dead fetus ex- 
tracted. The internal organs of generation were then removed en masse. 

The fetus, its placenta and membranes showed no anatomic variations. Fol- 
lowing is the protocol of autopsy of the mother: 

3ody was that of an obese white female, 66 inches in height and weighing 
160 pounds. Rigor mortis was marked with postmortem hypostasis distributed 
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Fig. 1.—Showing both uteri before opening. 


over the dependent portions of the body. Eyes, ears, nose and mouth, trunk 
and extremities showed no abnormality on inspection. The breasts were pendulous 
and contained colostrum. There was no superficial lymphadenopathy. The opera- 
tive incision was extended to reach from symphysis to sternum. Several large 
blood coagula were in the pelvis. 

The liver was smaller than might be expected. It was a dark yellow in color, 
showed some mottling and numerous diffusely scattered fairly large hemorrhagic 
areas. The tissue was soft and friable. The gall-bladder wall appeared smooth; 
the ducts and vessels were patent. 

The spleen appeared of normal size and was rather soft and friable. The 
lymphoid tissue was not prominent. 

The pancreas, stomach and intestines showed no naked eye changes. 

The heart and lungs were removed through an incision in the diaphragm. Ex- 
cept for some dilatation of the right chambers of the heart, no other abnormalities 
were noted. 

The right kidney and its accompanying adrenal were not found. Search for 
them in their usual position revealed simply a mass of adipose tissue. No ureter 
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was found on exploration of the retroperitoneal and pelvie region and examina- 
tion of the blood vessels showed neither a renal artery nor vein, nor any vestige 
of aberrant vessels arising from the aorta at this level. 

The left kidney and its accompanying adrenal were found in the usual position; 
both organs were much enlarged. The kidney showed an acute parenchymatous 
nephritis. It was removed with the ureter and bladder in toto. The ureter was 
found patent and entered the bladder in the usual manner. The bladder wall was 
smooth and the organ contained a minimal amount of urine. The urethral open- 


ing was in its normal position, but an orifice for a right ureter could not be found. 

The interesting anomalies in the internal genitalia are best presented 
in the accompanying photograph. It will be noted that there were two 
distinet uteri; one of which (the left) communicated with a normally 


Fig 2.—Showing both uteri opened. 


formed vagina; had a normal cervical canal and was in other respects 
perfectly normal. To it was attached a well-formed tube and ovary, the 
latter containing a corpus luteum of pregnancy It was the cervix 
of this uterus which presented to the examining finger and was dilated 
manually until ruptured mesially. It was then noted that the fetus 
was not present in this uterus, but lay to the right of the uterus which 
presented in the vaginal canal. This led to the diagnosis of a double 
uterus and because no second cervical atrium presented, cesarean 
section was instituted, revealing an eight months’ fetus in a uterine 
cavity lying to the right of the vaginally presenting uterus, with a 
tube and ovary attached. In the latter no corporea lutea were found. 
This uterine body appeared directly attached to the lower end of 
the body on the left, but presented no canal of exit. Sections of 
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the uterus in this region revealed no epithelialization or other evi- 
denees of a cervical canal. 

The fetus in all respects was well formed. 

Histologic sections of the kidney showed an acute parenchymatous 
degeneration and the liver showed an acute hepatitis with fatty de- 
eeneration, focal hemorrhages and necrosis. Section of the non- 
pregnant uterine endometrium showed a decidual reaction. 

The pathologie diagnosis was: Acute yellow atrophy of the liver; 
eclampsia; acute parenchymatous nephritis; uterus didelphys; preg- 
naney; congenital absence of the right kidney and adrenal; operative 
wound of abdomen. 

Anomalies of the female genital organs comprise a large and impor- 
tant group of the anomalies or maldevelopments found in the human 
race. Although practically all develop in embryonie life, little or no 
effect on the physiology of the individual is noted until late in post- 
natal life. In fact if the woman never marries or never becomes preg- 
nant most of her genital anomalies are not discovered, or at most only 
accidentally revealed by operation. 

The particular uterine anomaly found in this patient leads to an 
interesting discussion. Its occurrence has previously been reported 
and is well illustrated by a diagram in Aschoff’s Pathology. How- 
ever, the unruptured, advanced pregnancy in a uterus without an 
outlet is unique. In this case the only theory which can be advanced 
is that the spermatozoon traveled through the left uterus into the left 
tube, and fertilized the ovum, which then passed transabdominally 
into the right tube and thus gained final lodgment in the aberrant 
uterus. This theory is further strengthened by the finding of a typical 
corpus luteum of pregnancy in the ovary on the left side, and by the 
fact that the patient had passed through two normal pregnancies on 
two previous occasions, which must have developed in the normally 
placed uterus. 

The associated renal anomaly, though recorded, is one of the rarer 
anomalies of the kidney. What relationship, if any, it bears to the 
particular uterine anomaly under discussion is not definitely known, 
though Scheiber® in 1875, called attention to the frequent association 
of renal anomalies with those of the génital organs, and particularly 
with a bicornate uterus. 

Josef Szymanowiez,’? of Cracow, reported the ease of a woman, 
twenty-one years of age, whom operation showed to have a double 
uterus, with rupture of the pregnant right horn. A postmortem ex- 
amination showed that the connection between the two horns was 
museular and had no lumen. The corpus luteum was in the left 
ovary; hence the ovum must have been impregnated there, and after 
external migration passed through the right tube into the blind rudi- 
mentary horn. 
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A second, somewhat similar, malformation was reported by Gott- 
fried Eismayer.* A uterus unicornis with a rudimentary left lateral 
horn was found at autopsy. The right kidney was very large; the 
left kidney, with its ureter and vessels, was completely lacking. Eis- 
mayer comments on the occurrence of uterine malformations in aplasia 
of the kidney, and says defect of the left kidney predominates. 

The cause of the eclampsia in this woman cannot be stated any more 
definitely than in any other case. She had passed through two sue- 
cessive pregnancies without ill effects, hence the absent kidney can- 
not be held accountable, though it is conceivable that the ‘‘organ 
reserve’’ had become spent in the course of her life, in one way or 
another. It is interesting to note that the patient did not menstruate 
during her pregnancy. Often menstruation continues in the non- 
pregnant uterus. 

A recent case report of a didelphie uterus with an interesting dis- 
cussion and bibliography is given by Francis C. Newton in the Annals 
of Surgery, January, 1924, xix, No. 1, p. 102. 

We desire to thank Dr. A. V. St. George for the pathologie reports, 
and for the aid and advice he gave in the preparation of this paper. 
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FOREIGN PROTEINS AS ADJUVANTS IN THE TREATMENT 
OF OBSTINATE PELVIC INFECTIONS* 
By Roy W. Mouter, M.D., Pa. 


(From the Gynecological Department of the Jefferson Medical College MHospital) 


— protein therapy is playing a rather large réle in 
the treatment of many conditions. At this time we shall discuss 
only its use in the treatment of certain intractable inflammatory con- 
ditions of the pelvis, in which we have used milk either boiled or 
sterilized. Since the second ease we have used only boiled milk. 
Nonspecific protein therapy has its beginning in the empirical use of 
preparations that were known to be of therapeutic value although 
the reaction of which was not understood. It is only within recent 
years that a thorough study of these preparations and their mode 
of action has been undertaken. For the references and the data 
on the subject matter of this paper we are indebted to Petersen, 
who has written a very excellent book on the subject and who has 
included in the bibliography all references to this form of treatment. 
The current literature contains very few references and there has ap- 
peared so far only one article concerning its use in pelvie inflamma- 
tory conditions, that by Gellhorn of St. Louis. Many different sub- 
stances have been used to produce the same result, among which are 
counterirritants, blood and sera, both immunizing and normal, pro- 
tein and nonprotein split products, enzymes, tissue extracts, vaccines, 
bacterial extracts and related products, yeast and irradiation. 

The parenteral use of milk was introduced by Schmidt and Saxl in 
1916 to induce a protein reaction, i.e., the typical rise in temperature 
observed following the use of other preparations. Milk offered the 
advantage that it was easily available and easily prepared. Ordinary 
market milk is boiled in an instrument sterilizer for five or ten min- 
utes and from five to ten mils are injected intramuscularly, the site 
of injection being two inches below the erest of the ilium in the pos- 
terior axillary line. The injection is frequently followed by a chill 
and a rise in temperature that reaches its maximum in from six to 
eight hours and subsides usually within twenty-four hours. There 
is a well marked leucocytosis, increased pain in the region of infection, 
restlessness and increased pulse rate; the condition of the patient seems 
generally much worse. After twenty-four hours the pain subsides, 
the temperature drops to normal or nearly normal, the white cell count 


*Read at a meeting of the Philadelphia Obstetrical Society, March 6, 1924. 
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again returns to normal and the patient has a sense of well being that 
has not been experienced for some time. 

The indications for this treatment include acute infections with 
pain and tenderness in the region of the adnexa with no palpable en- 
largement; infections with palpable enlargement of the adnexa; pa- 
tients with large collections of pus in the pelvis who are waiting for 
operation and whose general condition will not permit an operation. 
In the aeute infection with pain and tenderness of the adnexa without 
enlargement there results cellular stimulation and alteration in the 
permeability of the cells. The former finds expression in increased 
secretory activity of the gland cells, increased activity of the muscles, 
increased activity of the leucocytes and the permeability of the eell 
membrane changes. First there is an increase in the permeability of 
the capillaries which is evidenced by augmented lymph flow and blood 
coneentration. The permeability of the tissue cells is increased with 
a resulting outpouring of enzymes, of fibrinogen and of prothrombin, 
of immune bodies and other bodies which enable the system to over- 
come infection. These injections are used until all signs of the pelvie 
infection are gone and the patient feels no indication of her former 
trouble at the time of her menstruation. This is usually observed 
after four or five injections; sometimes a few more are needed. The 
injections are given at intervals of from five to seven days and the 
patients are warned of the conditions that will develop on account of 
the treatment. In the typical case the reaction becomes progressively 
worse until the third or fourth has been given, after which time it 
becomes less severe. While using this form of treatment all other 
means of expectant treatment should be continued, such as rest in 
bed, light diet, abstinence from sexual excitement and avoidance of 
other influences which would tend to exaggerate the condition. If a 
mass has developed in the pelvis the evident reaction is about the same 
as if the mass were not present but what actually occurs is some differ- 
ent. There is coincident with the inflammatory reaction an increase in 
the enzymes and the antibodies, and if the patient has been immunized or 
if the infection has existed for some time there is an inerease in the 
leueoeytes. The enzyme, the antibody and the leucocytie alteration 
exert an influence on the infecting body and aid in the digestion, 
the detoxication and the removal of the necrotic material. There is 
at first, however, a transient inerease of intoxication which will sub- 
side completely after the proteins have been further split by the 
enzyme action. The well-being and the improvement of the patient are 
induced by at least three factors, viz.. the destruction of the toxic 
material at the focus after the primary inerease in the digestive 
activity, lessened susceptibility of the cells to intoxication, and finally 
an actual protoplasmic stimulation, partly from the nonspecific or the 
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specifie injected, partly from the toxic material liberated from the 
inflammatory focus. 

We have treated so far ten patients with milk injections and the 
results seem to have warranted the treatment. There were five cases 
with salpingitis without any general pelvic infection, all complaining 
of pain and tenderness in the affected area, two patients with pelvic 
peritonitis which had produced large pelvic masses with severe pain 
and tenderness in this region, one ease of bilateral salpingitis compli- 
vated with pulmonary tuberculosis, one case with a eystie ovary fol- 
lowing a salpingectomy on the affected side, another patient with a 
myomatous uterus with a pelvic mass of inflammatory origin which 
extended to the umbilicus. 

All these patients were given five or six injections of milk at weekly 
intervals, the milk being boiled for ten minutes in an instrument 
sterilizer and then allowed to cool, the reactions for the most part 
were those described and almost typical in every instance. In all 
the patients there was a very marked improvement in the general 
condition, the pain became less, they gained in weight, the appetite 
improved, and the secondary anemia improved. There were no patients 
with marked anatomic lesions who were improved to the extent that 
these lesions could not be reeognized. There are three cases which 
will deserve a little more detailed report. 


A. G., admitted to Dr. Anspach’s service Nov. 8, 1922. The pelvic examination 
showed large adnexal masses involving both sides, uterus fixed, with very marked 
pain and tenderness. Following each examination there was a rise in temperature. 
Patient did not respond at all to the routine expectant treatment, and after sev- 
eral months she was given two blood transfusions in hopes that her resistance might 
be built up to the point where an operation might be undertaken. On Jan. 15, 
1923, her blood count was 65 per cent hb, 3,600,000, r. b. ¢., 11,000, w. b. ec. On 
this date she was given 420 mils of blood by the Unger method. There was no 
change in her condition and a week later she was again given 420 mils of blood by the 
Unger method. She had a marked reaction following this transfusion and a week 
following this her blood count had gone down to 59 per cent hb, 3,000,000 r. b. ¢., 
8,500 w. b. ec. Her condition remained unchanged until February 19, 1923, at 
which time we began giving her milk injections. The first three were of sterilized 
milk of 5 mils, 8 mils and 8 mils respectively at six day intervals. The reaction 
following these doses was not very marked. On March 9th, 1923, she was given 
8 mils of boiled milk, with a very marked reaction, and two subsequent doses at 
intervals of six days with very good reactions. On March 30, 1923, her anemia 
had improved, the blood count showing 74 per cent hb, 4,100,000 r. b. ¢. and 8,200 w. 
b. e. At this time the patient was feeling much better, had no pain in her lower ab- 
domen, could be examined without having a rise in temperature. The pelvic examina- 
tion by Dr. Anspach on April 14, 1923, showed adnexal mass much smaller, with 
marked induration of both broad ligaments, evidently a cellulitis. This patient reports 
now that she is perfectly well but there are, however, signs in her pelvis of very 
marked involvement at one time and although symptomatically well, she is not 
cured. 

The next patient was a colored woman aged forty-one, in whom pelvic examina- 
tion showed a dense mass filling the pelvis, fixed and very tender, particularly on 
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the right side, extending well up to the umbilicus. After having been in the 
ward for six weeks with no improvement in her condition, her blood count at this 
time being 47 per cent hb, 4,220,000 r. b. ¢., 8,400 w. b. ¢., she was given six injec- 
tions of boiled milk, the first dose 5 mils, the second dose 8 mils, and all others ten 
mils, at intervals of one week. There was a reaction following all injections, her 
condition improved throughout the treatment and when the last dose of milk was 
given her anemia had improved to 69 per cent hb, 4,700,000 r. b. «. The examina- 
tion of Dr. Anspach at the end of the treatment showed the uterus slightly enlarged, 
normal position, right and left adnexa enlarged, surrounding exudate much less and 
surrounding parts easily outlined. This patient when last seen a few days ago 
was symptomatically well but there was, however, still in the pelvis a mass which 
seemed to be a myoma. 

The other case is a colored patient, aged twenty-six years, admitted to the hospital 
on October 20, 1923. Pelvic examination showed the uterus pushed forward by a 
large mass in the pouch of Douglas and extending laterally and involving both 
adnexa. On admission her blood count was 72 per cent hb, 4,400,000 r. b. ¢., 21,000 
w. b. ec. On Nov. 6th, 1923, she was given 5 mils of milk with a marked reaction; 
on Nov. 14th, she was given 8 mils of milk and subsequently 10 mils at 6 day in- 
tervals for four doses. Each injection gave a rather marked reaction, and her condi- 
tion improved gradually until discharged from the hospital on Dee. 18th, 1923. On 
discharge the pelvic examination showed uterus about normal in size, fair mobility, 
adnexal enlargement much less, less tenderness and less fixation. Her blood count 
at this time was 82 per cent hb, 4,700,000 r. b. ¢., with a normal leucocyte count. 


In conclusion we should say that this treatment makes the patient 
feel better. It will improve her general condition to the point where 
surgery may be undertaken with a minimum risk and some patients 
will need no further treatment. 


1731 PINE STREET. (For discussion see page 411.) 


UTERUS SEPTUS WITH SPECIAL REFERENCE TO OPERATIVE 
TECHNIC* 
By WituiAM Kerwin, M.D., F.A.C.S., Sv. Louis, Mo. 
(From the Department of Gynecology, St. Mary’s Hospital) 


jones septus, a curiously interesting but not a rare condition, 
becomes a pathologie entity only when a more or less physiologic 
function is in progress, such as menstruation or pregnancy. By far the 
greatest number of cases are discovered because of some irregularity 
in the termination of pregnancy, for few cases give symptoms until 
this time, or such symptoms are not attributed to a developmental 
defect. 

Strassman' collected one hundred eases from the literature up to 
1904. He classified these cases so as to show the complications arising 
from pregnancy in these abnormal uteri as follows: four were operated; 
seven were sterile; five prevented from becoming pregnant; twenty-six 
came in for miscarriage; ten had twins; five cases, necessary to divide 
the septum because of obstruction to passage of the child; two cases, 
uterus ruptured ; one case, cesarean section; five cases, placenta previa. 
He speaks of two outstanding dangers, hemorrhage and rupture. 
Women with developmental defects conceive more readily because 
they approach nearer the animal state. He does not use the term double 
uterus, but prefers to group the cases according to the extent of the 
septum, as follows: 

First group: Uterus septus; where the septum extends through the 
body and the cervix. Uterus subseptus; where it fails to divide the 
cervix or where it does not divide the corpus all the way. 

Seeond group: Uterus in which a horn is free on all sides. Depend- 
ing on the degree of nonunion, there is uterus areuatus, ut. ineudi- 
formus, ut. bicornis, ut. didelphys. Uterus bidifidus denotes better the 
autogenetie relation of the uterus than the former phylogenetic name 
—ut. duplex. Clinically it is unimportant whether one is dealing with 
a septum or with two separate horns. The rarest of all is the complete 
splitting of the uterus, uterus bidifidus-didelphys. 

H[e reported his five cases as follows: 

CASE 1.—Thirty-six years old, two abortions. First abortion followed by curet- 
tage because of pain and hemorrhage. Since then she has given birth to a living 
child. Double vagina, two cervices and two uterine cavities. At operation later 
he found the uterus and adnexa bound down by adhesions. There was an opening 


in the septum near its middle due to penetration with the curette. The vaginal septum 
was divided, the cervix clipped with scissors, and the cervical canals united up to the 


*Reported at Meeting of St. Louis Gynecological iety, March 14, 1924, 
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internal os. Anterior colpotomy was done but the two horns could not be brought 
down because of adhesions. Laparotomy was done and a right pyosalpinx with 
a left occluded tube were found. Right tube removed, left salpingostomy. Pus 
escaped when removing the right tube and he did not attempt to unite the two 
horns. Instead a double ventral fixation was done. Two months later examination 
with a sound showed the right horn to be 8 em. long and the left 744 cm. long. 
It was after this operation that she had a living child. 

CASE 2.—Aborted twice. Septum found but patient was not operated. 

CASE 3.—Twenty-nine years old. Menstruated regularly with great pain, vaginal 
septum. Two uterine canals but the septum did not run the entire length of 
uterus. The septum was cut with scissors and the uterine cavity packed. Five 
months later conception had not occurred. 

CASE 4.—Twenty-three, unmarried. Bleeding and pain. Vaginal septum. Two 
cervices. Uterus showed only a slight groove. A large tumor was found behind 
uterus. Vaginal septum divided; cervices divided and made into one. Abdomen 
opened and large pus tube removed. At autopsy five days later the uterus was 
removed and showed a septum 4 mm. thick. 

CASE 5.—Twenty-seven, painful menstruation. Eight pregnancies resulting in 
seven miscarriages and one termination in the eighth month by hard extraction. 
Following this her menstruation occurred every two to three weeks and the pain 
became progressively worse. 

Vaginal operation: Vaginal septum split, two uterine horns were brought down 
through an anterior colpotomy incision. With a knife the uterine septum was split 
down to the common cervix. Through-and-through sutures joined the two horns. 
Convalescence normal. He advises operation on all cases which have symptoms 


and the operation should not be delayed until trouble oceurs during pregnancy. 


H. Eymer? reported two cases as follows: 

CASE 1.—Thirty-five years of age. Single. Severe dysmenorrhea, backaclie, pro- 
fuse and prolonged menstruation, severe anemia. Abdominal operation; horns 
opened, saddle split, and the two horns united with catgut. After operation the 
symptoms disappeared, menstruation became regular and lasted only four to five 
days. 

CASE 2.—Twenty-six, married, never pregnant, profuse menstruation, marked 


anemia. Bicornate uterus. Operation same as in first case. Symptoms cured. 


Rosenstein’ reported the following two eases: 
CASE 1.—Twenty-seven, two pregnancies, no miscarriages, menstruation profuse, 


three week type, duration ten to twelve days. Double uterus. Laparotomy; one 


horn removed. 

CASE 2.—Thirty years, married. Two pregnancies resulting in delivery at seven 
and eight months; one with placenta previa; both stillbirths. Vaginal septum, 
double uterus, laparotomy. Incision in outer wall of uterus, septum dissected out, 


uterus closed as in cesarean section. Later examination showed uterus normal. 
Rockey* reported a case of vaginal septum and uterine septum cor- 
rected by the use of clamps. Forceps were placed along the anterior 
and posterior part of the septum and allowed to remain until the 
septum sloughed away. Four pregnancies followed. The above cases 
were selected from the literature to represent types and to show the 
various methods of technic employed. 
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The case I observed is worthy of mention because of the severity of 
symptoms, the technic employed, and the excellent result obtained. 


A young woman, wishing to sacrifice her life to the cause of the church, found 
that she was seriously handicapped, because of frequent and, extremely painful 
menstrual periods. So frequent and painful were these periods that she became 
half invalid and her life purpose was defeated. Having sought relief at the 
hands of several physicians, but to no avail, she disrobed herself of the veil and 
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found employment in the diet kitchen of a hospital. The dietician, wanting to 
avail herself of full services, brought her to the gynecologie clinie and there I 
first met her in 1922. She was then apparently thirty-five years of age, of down- 
cast appearance, and unwilling to detail her past history except to state that she 
was bedridden most of the time, suffering with severe cramps in the lower abdomen, 
backache, and more or less constant bleeding. She was never free from backache, 
seldom free from bleeding, and always had cramps when flowing. 

Menstruation began at the age of thirteen and from the beginning recurred 
regularly every two weeks and lasted from seven to ten days. The bleeding, never 
exeessive, was always accompanied with cramps throughout the entire flow and this 
kept her in constant misery. Examination showed no abnormalities of the external 
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genitalia. The vagina was divided into two parts by a septum (Fig. 1) which 
extended from the introitus to its uppermost part. Two normal cervices (Fig. 1) 
pointing backward but slightly deflected to either side were present. They were 
of equal size, conical in shape, about one inch in length, and three-fourths inch 
in diameter at the vaginal attachments. The uterus was in normal position, showing 
slight increase in its lateral dimension, but otherwise normal, except for a slight 
ridge (Fig. 2) which could be felt extending along the anterior surface throughout 
its entire length. Diagnosis: uterus septus, septate vagina. 


At operation the following technie was earried out: The vaginal septum was 


clamped anteriorly and posteriorly and removed. The cut margins were whipped 
over with No. 2 chromic catgut. Nothing was done to the two cervices and 
they now look into one instead of two cavities. The abdomen was opened and 
the uterus exposed. The distanee between the tubal insertions was three inches, 
the other dimensions were normal. Along the anterior surface of the uterus there 
was a slight ridge extending upward from the level of the internal os to the top 
of the fundus and over, and down the posterior surface to the vaginal attachment. 
The septum in the uterus could be clearly felt. 

Step 1.—The vesicouterine peritoneal attachment was severed and the bladder 
deflected away from its uterine attachment. 

Step 2.—A typical anterior hysterotomy incision (Fig. 2) was made just to 
the left of the ridge, and extending from the top of the fundus down to the level 


of the internal os. The left half of the uterus which appeared to be a normal 


SEPTUM INTACT 
vA 
Fig. 2. 


KERWIN: UTERUS SEPTUS WITH REFERENCE TO OPERATIVE TECHNIC 373 


Line 


\OF POSTERIOR 


BLADDER PERITONEVI 
SUTURED OVER TOP 
OF FUNDUS, 


Ve A \ \ Su VRE 
OF SEP 
LL <a» ~ 
Fig. 3. 
| 
| 
| 
wig. 


374 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


uterine cavity (for the septum was covered with apparently normal uterine mucosa) 
was now open. 

Step 38.—A second incision (Fig. 2) was made just to the right of the partition, 
and now one sees two normal uterine cavities with the septum intervening. 

Step 4—The septum was completely excised along its superior, posterior, and 
inferior attachments. 

Step 5.—With a suture of No. 0 catgut the defective area of mucosa was united 
superiorly and posteriorly (Fig. 3). 

Step 6—The uterus was closed anteriorly with three layers of catgut as in a 
typical cesarean operation. 

Step 7.—The bladder peritoneum was sutured over the fundus after the ‘‘Gell- 
horn fashion,’’ so as to cover the suture line on the uterus (Fig. 4). Recovery 
uneventful. Microscopie examination of the uterine septum which was 5 mm. 
thick shows muscle bundles arranged as in the uterine wall with normal uterine 
mucosa on both sides. 


Subsequent history and examination of patient two years later 
showed her entirely free from backache and cramps at the menstrual 
periods, which come regularly every four weeks and last three to four 
days. She is finishing her third year of training in a school for nurses 
and has not been off duty on account of illness. Examination shows a 
normal vagina with no remains of the septum. The uterus is normal 
as to position, mobility, ete. The technic of the operation was original 
to me, for I was unfamiliar with the literature at the time although 
Strassman and Rosenstein had previously described a somewhat similar 
technic. 

As was stated above most cases of uterus septus or double uterus 
come to the attention of the physician because of some complication in 
pregnancy. Mention is rarely made of symptoms caused by the sep- 
tum in the nonpregnant state. A more painstaking examination of 
the eases of severe dysmenorrhea may elicit uterus septus as an ocea- 
sional factor in these cases. In my own ease the diagnosis was not 
difficult because of the presence of the vaginal septum which led to the 
suspicion of the presence of the uterine septum. Interesting points for 
speculation in my case are: 

1. Did the septum act as a foreign body to produce cramps? 

2. Was the mucosa covering the septum abnormal, thereby inter- 
fering with the normal menstrual process? If so the microscopist 
failed to recognize the abnormality. 

3. Why did the menstruation which was of a two weeks’ type revert 
to a four weeks’ type immediately after the removal of the septum? 

4. Did the septum mucosa have a stimulating effect on the ovarian 
function? 


CONCLUSIONS 


1. Uterus septus may cause severe symptoms in the nonpregnant 
woman. 
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2. Uterus septus should be corrected by operation before pregnancy 
occurs. 
3. Hysterectomy is not a justifiable procedure. 
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TORSION OF OVARIAN CARCINOMATA* 
By Leo 8. Scnuwartz, M.D., F.A.C.S., Brooktyn, N. Y. 


ALIGNANT epithelial tumors of the ovary, though relatively un- 
M common, are subject to the complication of torsion. In this phase 
they are clinically differentiated with great difficulty from twisted 
benign cystadenomata. <A correct pathologic diagnosis of a tumor 
is of first importanee, for incomplete surgery entails reeurrence and 
the appearance of the disease in the opposite retained ovary and 
general metastases. 

Carcinoma of the ovary appears in two grossly anatomic forms: 
(1) eystie, (2) solid. The cystic adenocarcinoma is the more frequent. 
Whether it is primarily malignant or represents malignant change in a 
papillary cystadenoma cannot always be told. Yet several gross features 
are distinctive. In the malignant tumor the cysts are smaller and 
more numerous and in many zones the tumor is compact and solid, 
for the locules have been filled by proliferating papillary masses. In 
a twisted tumor, soft and edematous or possibly hemorrhagic, from 
interfered venous cireulation, these features are obscured unless the 
tumor is grossly sectioned. Only proper gross examination of the 
tumor will allow the differentiation of twisted cystic adenocarcinomata 
from the benign forms. 


The solid type of ovarian carcinomata is more uncommon. It is an 
ovoid tumor, lobulated, retains the form of the ovary and is opaque 
in appearance. The consistency varies with the cellularity; the medul- 
lary form is soft and friable while the alveolor type is moderately 
firm on account of the larger content of fibrous stroma. With the 
advent of torsion, edema becomes marked and the tumors become soft 
and boggy thereby simulating clinically: the cystic tumors generally 
considered benign. Gross section at the time of operation will at 
onee avoid serious error for the absence of epithelial lined cavities 
indicates a solid tumor. The fibroma is easily differentiated by its 
compact whorls. Teratoma and especially round-celled sarcomata 


*Read before the meeting of the Brooklyn Gynecological Society, October, 1923. 
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are not so easily recognized. Radical surgery applied to any solid 
ovarian tumor where fibroma can be ruled out will therapeutically 
compensate for the inability of fine gross differentiation in the pres- 
ence of edema and hemorrhage as result of strangulation by torsion. 

Three recent cases quoted below emphasize: 1st, the difficulty in 
the clinical diagnosis of twisted carcinomata from benign eystie tu- 
mors similarly affected; 2nd, the need of proper gross recognition at 
the time of operation; 3rd, the dangers of incomplete surgery. 

CASE 1.—Torsion of papillary cystadenocarcinoma; incomplete operation; recur- 
rence in other ovary with metastases; death. 

Mrs. C. P., age seventy-three, was admitted to the Jewish Hospital of Brooklyn 
on September 5, 1922, complaining of pain in the left lower abdomen. The past 


Fig. 1.—Section from the solid tumor zone in Case 1, X40. The papillary gland 
tubules are well shown. The lining cells are irregular and the nuclei hyperchromatic. 
The stroma is edematous. 
history was essentially negative. Menopause occurred thirty years previously. Five 
days before admission the patient was suddenly seized with violent pain in the left 
iliae region and about the umbilicus, which was accompanied by vomiting and 
obstipation which persisted until admission. Physical examination showed a chronic 
endocarditis and a tense, ovoid, cystic mass felt in the left lower quadrant reach- 
ing 5 em. above the level of Poupart’s ligament. These findings were confirmed 
on vaginal examination. Diagnosis: Ovarian cyst with twisted pedicle. 

At operation August 6th, 100 ¢.c, of serosanguineous fluid were present in the 
abdominal cavity. The left ovary was ovoid in shape and measured 7x4 em. The 
upper pole was cystic, the remainder felt firm, and on section was yellow, solid 
and opaque. The pedicle of the twisted tumor comprised tube, uteroovarian and 
round ligaments. Two and one-half twists were noted. The right adnexa were 
normal. Because of the age of the patient and the poor tolerance of the anes- 
thetic only left salpingooophorectomy was performed. The convalescence was un- 
eventful and the patient was discharged on the fifteenth day. The pelvis was 
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negative. The patient was readmitted to the surgical service of the same hospital 
for symptoms of intestinal obstruction in March, 1923. At this operation the 
right ovary was the seat of a papillary tumor aud several loops of jejunum were 
densely adherent and infiltrated. No surgical removal was attempted. The patient 
died within forty-eight hours. 

Pathology.—The solid zone occurring in the tumor was grossly suggestive of 
carcinoma. The cysts in the upper pole were small and closely set. On section 
through the compact zone, gland tubules are supported by a moderate amount of 
edematous stroma. The glands vary in size, shape and contour and are for the 
most part’ irregular. They are lined by one or more layers of irregular cells vary- 
ing in size and displaying hyperchromatiec vesicular nuclei. Papillary infolds due to 
epithelial proliferation and stromal inversion are prominent and largely responsible 
for irregularity and contour of the glands. The vessels in the stroma are engorged 
(see Fig. 1). 


Fig. 2.—Solid tumor of ovary from Case 2, X40. The alveolar arrangement of the 
tumor is well shown. The septa contain numerous engorged vessels as result of inter- 
fered return flow following torsion. 


Comment.—According to Pfannenstiel 90 per cent of all ovarian carcinomata are 
bilateral. In this case appearance in the right side was grossly manifested six 
months after a previous operation for left ovarian tumor. Inspection of the first 
operation showed apparently normal right adnexa. Complete surgical removed of 
all pelvie organs is therefore indicated in unilateral ovarian carcinoma even where 
no evidence of metastasis exists. 


CASE 2.—Torsion of solid ovarian carcinoma; incomplete operation; extensive 
metastases (pelvic, abdominal and thoracic) ; death. 

F. M., age sixteen, was admitted to the Jewish Hospital, August 10, 1922, com- 
plaining of pain and vomiting. Previous history was negative. Menstruation be- 
gan at the age of eleven—always regular, every twenty-eight days, and of three 
days duration. Last period oceurred five days before admission and was associated 
with crampy pains. These pains suddenly became most severe on the day previous 
to admission; vomiting and headache were associated symptoms. On examination, 
a spherical mass was felt in the right lower quadrant, extending from the pelvis 
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to the level of the umbilicus. There was no abdominal distention, rigidity or ten 
derness. Rectal examination revealed a small, anteverted, sinistraposited uterus. 
The right fornix was occupied by the soft tense mass which was felt abdominally. 
Diagnosis: Ovarian cyst with twisted pedicle. 

At operation August 11, several ounces of free fluid were found in the peritoneal 
cavity. The mass, the size of a fetal head, which occupied the right iliac fossa, 
was found to be a tumor of the right ovary with a triple twist of its pedicle. The 
mass, tense and hemorrhagic on its surface, was soft to the touch. A left salpingo- 
oophorectomy was performed followed by appendectomy. The tumor was _ not 
vpened before completion of operation. Convalescence was uneventful and the 
patient was discharged on the 14th day with a well-healed scar and a normal 
pelvis. The specimen was reported by the laboratory as a solid malignant tumor 
with edema. One year after operation the patient was seen by the writer. She 
presented extensive metastases in pelvis, abdomen and thorax and was actually 
moribund. 


Fig. 3.—Tumor from Case 2. There is an irregular lumen in which the component 
cells are irregularly arranged. The large irregular nuclei are hyperchromatic. 


Pathology.—On touch the mass was tense and gave sensation of fluid under 
pressure. This was the result of extensive edema of grey-white solid tumor found 
on gross section. Microscopically, the tumor was of the alveolar type. ‘‘The 
alveoli vary in size and shape and are fairly well demarcated by a scant fibrous 
stroma. The cells are irregularly arranged and display marked variation in size, 
shape’ and form. The cell outlines are fairly well defined but the cytoplasm is 
degenerated. The nuclei are vesicular, centrally placed and hyperchromatic. Many 
areas show advanced degeneration, probably the effect of the strangulated circula 
tion. In occasional alveoli a semblance of a basal layer is indicated. The eapil- 
laries are engorged; foci of hemorrhage are present’’ (see Figs. 2 and 3.) 

Comment.—Edema and hemorrhage resulting from torsion of a solid ovarian 
tumor render it clinically indifferentiable from a cystic tumor in a similar state. At 
operation, gross examination must be made by proper section. Since ovarian car- 


cinoma metastasizes by the lymphatics to uterus, opposite ovary and pelvic viscera, 
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complete extirpation is always indicated. Solid tumors in young subjects are prac- 
tically always bilateral and frequently of the embryonal type. Complete opera- 
tion should be the rule. 


CASE 3.—Torsion of solid carcinoma of the ovary. 

Mrs. H. R., age forty-five, was admitted on June 4, 1922, complaining of per- 
sistent abdominal cramps. Symptoms began 48 hours before admission and grew 
steadily worse. Temperature 102, pulse 130 on admission. The abdomen was dis- 
tended, a smooth tense tumor rising from the pelvis occupied the left iliac fossa 
and reached within 5 em. of the umbilicus. On vaginal examination the cervix was 
tender and the mass filled the left lateral fornix and continued to the level noted 
previously. 

At operation about 150 ¢.c. of free serosanguineous fluid was found in the peri- 
toneal cavity. The left ovary was converted into a tumor 10 em. in diameter. In 
portions it was solid in consistency and in other areas, cystic. On gross examina- 


Fig. 4.—Simple adenocarcinoma of ovary, from Case 8. (X180) The glands are 
fairly regular. The lining cells are sharply defined by the basal membrane. Stroma 
is markedly edematous and holds numerous congested capillaries. 


tion it appeared suspicious of malignancy. Because of the poor general condition 
of the patient (pulse 130) only a left salpingooophorectomy was performed. The 
pedicle presented four complete turns and was comprised of tube, uteroovarian and 
round ligaments. 

Pathology.—The tumor is smooth on surface and measures 10 em. in diameter. 
Though of solid structure, it is boggy as result of edema. Two cystic zones are 
the result of degeneration for no defined locules lined by epithelium are present. 
Microscopically, it presents the picture of simple adenocarcinoma. Gland tubules 
are moderate in number and separated by wide edematous zones of stroma. The 
glands are lined in most instances by a single layer of tall columnar cells with a 
huge oval vesicular nucleus. There has been no penetration of the basement mem- 
brane and the relative orderliness indicates adenoma malignum. Other tubules, 
however, show more advanced changes as indicated by multiplication of cell layers 
so that 3-5 layers irregularly distributed bound the lumen. Necrosis is advanced 
(see Fig. 4). 
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Comment,—The uncommon solid adenocarcinoma clinically simulated a twisted 
eystadenoma because of the edema, the fluid feel resulting from necrosis and de- 
generation. Proper recognition of a solid malignant tumor was made at opera- 


tion. The poor general condition, however, precluded radical surgery. 


The mechanism of torsion is as follows: The pedunculated tumor 
of the ovary has a normal range of motion which permits its migra- 
tion from the pelvis to the abdomen. Freund has emphasized this 
as the usual cycle of an ovarian tumor. In the pelvie stage, the 
tumor drops in the culdesac because of its weight. This results in 
the displacement of the uterus anteriorly and to the side opposite the 
tumor. The pedicle is on the anterior face of the tumor and is com- 
prised of the uteroovarian and broad ligaments; the tube running 
transversely across. As the tumor enlarges by growth, the upper 
pole extends above the sacral promontory. The latter acts as a ful- 
crum and the tumor is divided into an upper and lower lever arm. 
As a result of pelvie pressure against the lower end of the tumor the 
upper lever arm is earried anteriorly rotating on its pedicle and 
carrying the lower portion of the tumor upwards and backwards out 
of the pelvis. The ovary is now in contact with the abdominal wall, 
displacing the uterus posteriorly. The small intestines lie behind 
the growth, with large bowel on either side. As a result of this rota- 
tion, the ovary has deseribed an are of 90 degrees with a quarter twist 
in the pedicle which now lies on the posterior face of the tumor. 

Several factors may prevent this normal range of motion. A firm 
abdominal wall, adhesions, fixation of the uterus and an accentua- 
tion of the sacral promontory are all antagonistic conditions. Tumors 
of small size remain confined to the pelvis. A short pedicle need not 
necessarily interfere for the tumor raises the uterus with itself and 
by rotation of the latter in its long axis causes abdominal migration. 

Torsion in its clinical and pathologie sense ensues when the spi- 
‘al rotation of the tumor has been effective in impeding the blood 
supply. This is the case when the pedicle has rotated at least 180 
degrees. Though from one-half to two twists is the rule, as many as 
six have been reported. Clinically, torsion follows varied factors, 
such as: external violence; sudden body movements, as bending and 
falling; sudden changes of intraabdominal pressure, the result of 
coughing or vomiting or sneezing or straining at stool. 

Torsion oceurs in 15 to 25 per cent of all ovarian tumors. Every 
type of tumor is subject to torsion. Cystadenoma are most commonly 
affected, for they comprise about 75 per cent of all ovarian neoplasms. 
Actually, however, solid tumors twist more frequently. Thus fibroma, 
comprising only 2 per cent of all tumors of the ovaries, twist in 20 to 
36 per cent of the cases. Dermoids, comprising 10 per cent of all 
tumors, twist in 10 per cent of all the cases, while simple cystoma of 
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the ovary, comprising 75 per cent of all tumors, twist in 15 to 25 per 
eent of the eases. (Figures for malignant ovarian tumors are not 
available.) In this light, torsion of three solid tumors here reported 
is of interest. 

The effects of torsion on these tumors are the result of an inter- 
fered circulation. Occlusion of the arterial supply is uncommon and 
results in prompt necrosis of the tumor. As a rule, only the venous 
circulation is obstructed. Because of the resulting edema the tumor 
enlarges and the tumor is now a soft boggy mass not unlike the tense 
twisted cystadenoma on clinical examination, and in extreme eases 
even on inspection at operation. It is therefore essential that every 
tumor be immediately investigated as to its true gross pathologie 
condition. 

The dangers of incomplete surgery are evident from the pathol- 
ogy of these tumors as noted in the microphotographs. 

In addition, 90 per cent of all ovarian carcinomata are bilateral and 
65 to 80 per cent recur. Appreciating the early metastases of these 
tumors, it would seem that in every clinically suspicious case, total 
extirpation of the pelvie organs should be performed. <A gross ex- 
amination of the tumor in ease one, would have undoubtedly been 
followed by a more radical procedure and possibly would have pre- 
vented an early recurrence. This is essential in prognosis of the 
case for the patient should know that the operation may necessitate 
complete pelvie extirpation. 

Freund, Pfannenstiel and Kronig advocate this radical measure even 
extending it to simple papillary cystadenomata. The latter, as is well 
known, are often bilateral and subsequent operation may thus be 
averted. 

CONCLUSIONS 

1. Solid tumors of the ovary twist more frequently than is usually 

supposed. 


2. Clinically, twisted malignant epithelial tumors of the ovary can- 


not be differentiated from twisted cystic adenomata. 


3. Immediate gross examination affords the only means of a true 
differential diagnosis. This is to be made before completing the 
operation. 

4. A gross pathologie diagnosis of malignancy demands an imme- 
diate complete extirpation of the pelvie organs. 

5. Only the most radical surgery followed by deep x-ray therapy 
may avoid an early recurrence and prolong life. 


849 PARK PLACE. 


X-RAY IN THE PRENATAL DIAGNOSIS OF FETAL 
MONSTROSITY 
By E. B. ANpERSEN, M.D., Granp Rapips, MIcu. 


EDICAL literature during the past two years has included several 

references dealing with the use of x-rays as a diagnostic feature 
in obstetrics. ? The chief value of a roentgenogram in a ease of 
pregnancy lies in the fact that by using the same technic throughout 
a series of cases we get a comparative estimate of the development 
of the fetal skeleton. It is not my purpose to enter into the arguments 
for and against the use of x-rays in eases of pregnancy. In a short 
series of private obstetrie cases it has been my good fortune, with 
the cooperation of Dr. T. O. Mences, Roentgenologist at Blodgett 
Memorial Hospital, to discover two fetal monstrosities before term. 
These we wish to report. 


CASE 1.—Mrs. W. H., twenty-four years of age presented herself, Nov. 20, 1922, 
for prenatal care, being at that time apparently in the second month of gestation. 
Nothing of any significance was found in the past or present history of the pa- 
tient. She had been married four years. The first pregnancy went to term and 
normal delivery,—the child at this time being three years old. The second preg- 
nancy reached term and. the patient went into labor July 21, 1922. After eighteen 
hours of labor I was called by the patient’s physician. A careful examination 
showed that dystocia was accounted for by a hydrocephalic head the size of 
a basketball. Craniotomy was done, and delivery and recovery were uneventful. 
This, the third pregnancy, proceeded normally to the end of the eighth month of 
gestation, at which time a roentgenogram was taken. This showed that we were 
again dealing with a monster (Fig. 1) and pregnancy was terminated to save the 
patient the burden of the remainder of the prenatal period for a nonviable fetus. 
Physical examination, including blood Wassermann, of this patient was entirely nega- 
tive. Postpartum recovery was accompanied. by pelvie infection and the patient was 
later operated for a left ovarian abscess and sterilization. The question of etiology 
in this ease may rest with the fact that her husband is a first cousin. 

CASE 2.—Mrs. L. B., age thirty-five, was first seen May 20, 1924. She presumed 
to be approximately at the end of the seventh month of gestation and complained 
of marked edema of the legs, ‘‘heartburn’’ and insomnia. Pregnancy had been 
normal until these symptoms became rather definite, about six weeks previously. The 
patient had been married nine and one-half years. The first pregnancy terminated 
normally at term six years ago; the second pregnancy terminated spontaneously 
at the end of the third month three years ago. Her past history was entirely 
negative. Physical examination at this time revealed no significant deviations 
from the normal except as follows: The uterus was apparently the size of a full 
eight months’ pregnancy with the fetal presenting part floating. The breasts were 
rather underdeveloped for this period of gestation; the legs were definitely edem- 
atous due to pelvic pressure and the left sacroiliac joint was tender. The patient 
was asked to return in three weeks. At this later time she felt decidedly more 
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miserable through the abdomen and pelvis, had vomited every evening during 
the two weeks just passed, and was unable to get any rest. A roentgenogram 
was taken and the following very valuable information was obtained: (Fig. 2.) 
‘*Films of the abdomen show two fetal skeletons. One is very much smaller than the 


other and has no cranial vault and the base of the skull is in such a position 


Fig. 1—Roentgenogram taken at the end of the eighth month of gestation show- 
ing an anencephalic fetal skeleton in breech presentation. 


there is no room for a properly shaped fetal head. This would suggest an 
anencephalie monster. The other fetus is larger and apparently normal.’’ Thus we 
were dealing with an abnormal twin pregnancy and possible death in the monster. 
One fetal heart was to be heard. After consultation it was decided to terminate 
this pregnancy inasmuch as the larger normal fetus had reached a viable period. 
Delivery and recovery were uneventful. The normal fetus weighed four 
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pounds and five ounces, and developed normally. The monster weighed approxi- 
mately two and one half pounds, was alive at birth but expired within a few 
minutes. This ease presents several speculative features as regards fecundation. 


Fig. 2.—Roentgenogram taken at the end of the eighth month of gestation show- 
ing a twin pregnancy with one normal fetal skeleton and one with anencephalus. 
It probably was a twin pregnanéy, bioval in type, in which the development of 
the stronger fetus was completed at the expense of the weaker. 


To date, only a few eases of fetal monstrosity diagnosed by x-ray 
have been reported. We wish to add the above to those previously 
reported by Case,* Campbell and Willits,* and Spangler.® 
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Owing to certain contingencies and delays, the material intended for 
this issue could not be completed and its publication will be deferred 
until the April number of the Journal.—Editor. 
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(Continued ] rom Fe bruary ) 


Dr. Epwarp Speiwe., Louisville, Ky., presented a paper on The Con- 
servative Treatment of Eclampsia. (lor original article, see page 
320. ) 

DISCUSSION 

DR. PERCY W. TOOMBS, Mempuus, Tenn.—Living a little further south than 
Dr. Speidel, we have great difficulty in effecting elimination. In our clinic in Memphis, 
we have used to a very great extent the Rotunda, the Stroganoff, or the MePher- 
son treatment. We have a great many colored patients. There are about 
ten cases of eclampsia in the colored race to one in the white. We find elimination 
more difficult to obtain in this race than in the white. 

I now use eroton oil very extensively, and with absolutely no ill effects. Im- 
mediately on admission, we begin the McPherson treatment. If the patient is 
nervous or excited, we do not attempt gastric lavage, but we do put from two 
to four minims of croton oil in olive oil on the tongue. If we do not get re- 
sults by elimination within the course of an hour, this dose is repeated. With 
six to eight to ten drops of croton oil we usually get the desired results. 

We do not wait until the blood pressure is 170 to indulge in venesection. If 
we have a severe case with convulsions, we immediately lower the pressure to 100 by 
venesection. Our experience has been that the pressure immediately rises, and 
if it is not reduced or kept at a minimum as a rule there will be a tendency 


for the convulsions to recur. 


DR. MAGNUS TATE, CrxcinnatI, O.—The more we see of eclamptic cases, 
the more it seems to me that it makes little difference how we treat them, some 
will die and some will get well. The very best treatment, and the only treat- 
ment that the profession now accepts and acts upon as a unit, is that of the 
prenatal care. By means of education and systematic care of women in the 
pregnant state, we now know that we can reduce the cases of eclampsia very, 
very materially. The more we see of eclamptic attacks, the less manipulation, 
forced deliveries and operative procedure we do for them, the better they are. 
There is one thing however, that I believe is of great value, and that is a flush- 
ing of the body, getting rid of material which is usually found in the stomach, 
as that may have been the inciting factor in starting the convulsion; and flush- 
ing out the bowels is also important. Large doses of Epsom salts (through 
stomach tube) I believe, is the best cleanser, as it produces copious evacuations. 


If the convulsions continue, morphine is the most reliable remedy. 
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JAMES E. DAVIS, Derroir.—I want to question or challenge the statement 
that blood pressure in this condition ever produces a spasm of itself. In regard 
to the edema, the question could be asked, is edema a cause or effect? It 
must be conceded that it is an effect, arising from the condition of the cell, 
and has to do with the process of exosmosis more than with endosmosis. 

In regard to veratrum viride,—there is no possibility of this drug having 
any other effect excepting the one of distributing the toxin, and I think it is 
absolutely absurd to depend upon veratrum as a specific for this condition. 

The outstanding feature of the pathologic picture, if you view the entire body, 
is that of a marked congestion. If the congestion is continued long enough, there 
is actual cell destruction, most prominent, perhaps, in the liver. 

Now, any of these methods, or all of them, if given late, are not going to 
have any effect, excepting that of reduction or distribution. A great deal is accom- 
plished, I am sure by the normal physiologic mass distribution of blood, and 
these several remedies, perhaps all of them, serve the very useful purpose of chang- 
ing this pathologic mass distribution of the blood so that it approaches nearer 
the normal. Therefore, some of the alarming conditions are reduced. 


DR. EDWARD J. ILL, Newark, N. J.—It seems to me we have heard a great 
deal today on the treatment of eclampsia, but not a word as to the cause. We 
hear much about nephritis and hepatitis but we hear nothing of the causation of 
these symptoms. For they are the result of the poison and not the poison. There 
are a few facts we do know. One is that the sudden death of the fetus causes 
a cessation of the symptoms. The removal of the fetus is also followed by a 
cessation of the symptoms in nearly all cases and is a therapeutic measure. We 
also know that an excessively large and rich meal is apt to produce the overwhelm- 
ing symptoms, the symptoms once having been started. It seems therefore wise 
to remember what Davis has suggested, as well as those excellent suggestions of 
Dr. Panzer. In the treatment we must not forget that that of the primipara 
before or at time is quite different from the multipara. Cesarean section in the 
latter ought to be extremely rare. I trust the time will soon come when we can 
abandon this operation which often enough does so much harm by calling a halt 
to further conceptions except at a great risk. 


DR. MUSSEY, Rocuester, Minn.—In his excellent discussion of this subject, 
Dr. Speidel has clearly shown how each type of treatment for eclampsia has worked 
in the hands of its author. One procedure may be of value in the hands of one 
man and another procedure in the hands of another, depending mainly on the rou- 
tine with which it is carried out and the success he has with it. 

When one has in mind the question of toxemia of pregnancy, one is prone to 
think of the possible cause, a subject which many observers have worked on and 
in which none have arrived at a satisfactory explanation. 

An interesting observation was recorded by German and Austrian physicians who, 
during the war, noticed that the percentage of eclamptics was appreciably reduced. 
Tt was thought that the explanation for this reduction was due to the reduction 
of food ingestion, particularly of proteins, in these countries. Many of these women 
were reasonably well nourished on vegetables of the carbohydrate type but could 
not obtain the meat they were accustomed to having. What the ingestion of pro- 
tein has to do with the production of eclampsia has not been determined but we 
all know that in connection with prenatal care, two of the things we try to impress 
on our patients are reduction in the amount of protein and adequate elimination. 

During the war also, it was observed by some that the symptoms of the so- 
ealled trench or war nephritis were similar to those of eclampsia. The symptoms 
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of war nephritis briefly consist of a fairly sudden onset in a patient previously in 
apparently good health. After the onset, headache, blurring of vision and other 
symptoms of hypertension, mild grade of edema with either a marked decrease 
or even suppression of urine usuallly with blood in it, developed. The close 
similarity between these two conditions was also brought out by the absence in 
war nephritis as well as in eclampsia of any great change in the blood chemistry. 

It was proved that the acute glomerulonephritis was the outstanding pathologic 
lesion of trench nephritis. There is no doubt that most patients dying from eclamp- 
sia, have a periportal thrombosis of the liver cells and that in practically all cases 
there is evidence of parenchymatous nephritis. 


Kosmak in his monograph states that the treatment for eclampsia is the same 
whether the disease be caused by liver or kidney and the treatment of these cases 
as outlined by Speidel is fairly identical with the treatment which was used for 
war nephritis. Another point which may serve to emphasize the similarity of the 
two conditions was the fact that in each there is an amelioration of symptoms 
coincident with an increase of the amount of urine secreted, lowering of the blood 
pressure and lessening of the edema. It is a question whether we may not have to 
change our views to some extent in feeling that possibly, although liver damage 


is present, the majority of symptoms which are produced are the result of the 
effect of toxin on the kidney. 


DR. PAUL TITUS, PrirrspurGH, Pa.—A most important part of Dr. Speidel’s 
paper is the carefully outlined system to which he has reduced this treatment, with the 
injunction that nothing else is to be carried out in the clinic, thereby totally 
avoiding meddlesome maneuvers. 


Speidel’s reference to my work on the intravenous administration of glucose in 
toxemias of pregnancy was very gratifying. The only suggestion that might be 
added at the present time in that connection, is that the solution should be more 
concentrated and a larger dose of glucose given than he has recommended. 
I have been giving it in 25 per cent solution, and use 75 grams for the initial 
dose, repeating from time to time with subsequent doses of 50 grams each. As 
much as 75 grams may be given without much of any spill through the urine, 
and the body seems to utilize between 50 and 75 grams without difficulty. There 
is no question in my mind as to the protective action on the liver of glucose 
supplied to it at such a time, and an efficiently functioning liver is a most im- 
portant thing in the presence of any toxemia. 

About three years ago I had the honor of addressing the Sloane Hospital Alumni 
Society on this subject, and at that time De Forrest of New York made a 
very practical suggestion. He said that it was all very well to recommend to 
men practicing in hospitals this intravenous administration of glucose solution but 
that properly prepared glucose was not available to the average man in out- 
side practice. He suggested that some pharmaceutical firm might be induced 
to put this up in ampoules. Ampoules are now to be had containing 25 grams 
of glucose in 50 ec. of water which can be diluted as desired. 

IT might. say also, that the action and effect of glucose in the body is aug- 
mented in a perfectly obvious way by the simultaneous administration of insulin. 
About one unit of insulin to five or even ten grams of glucose will add distinctly 
to the therapeutic effect of the glucose. 


DR. THORNHILL, WATERTOWN, N. Y.—A recent case of vomiting in preg- 
naney was clearly and promptly cured by the intravenous injection of glucose 
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solution. Two years ago this patient required a therapeutic abortion for her 
desperate condition on account of pernicious or uncontrollable vomiting, acidosis, 
and all the things that usually go with it. In this pregnancy, vomiting began 
immediately after she missed her first period. She and her husband and some 
friends had been to New York and indulged, apparently, in indiscretions in eat- 
ing, and they both came home sick. That was the beginning. 


Her vomiting did not clear up; it became worse in spite of all treatment. 
We moved her to the hospital after a reasonable time, and there went through 
the usual procedures of the quiet room, starvation, rectal administration, without 
results for five days. In the meantime we made daily urinalysis and found a 
trace of albumin and an occasional granular cast. This patient had in previous 
pregnancies, shown a chronic nephritis. The question was whether that previous 
pregnancy become a primary cause or a result of her failure. Ten grams of glu- 
cose solution were injected intravenously. There was some improvement the first 
day, but she was still unable to take anything by mouth. On the second day 
another ten grams of glucose solution were given intravenously, with very remark- 
able, and very gratifying results. Vomiting ceased immediately, the nausea dis- 
appeared, hunger returned, and the patient expressed a desire for a chicken 
sandwich, which was given her and retained, and from then on she gained in 
every way in a rather phenomenal manner. Now, that is in line with the admin- 
istration of glucose solution to substitute for the blood withdrawn in eclampsia, 
for there is good reason for not administering saline solution in such cases. 


DR. CAMPBELL, GRAND Rapips, Micu.—I found in my own work in this con- 
nection the introduction of a self-retaining catheter in case of eclampsia helpful. 
In these eases, large quantities of urine are held in the bladder and the patients 
are not always able to void. The catheter is introduced when the patient first comes 


to the hospital and it has been left in for ten days without any ill effects what- 
ever. 


DR. SPEIDEL, (closing).—I think the members of the society noticed that I 
am somewhat of a crank on routines in the treatment of some of these disorders, 
having presented a paper last year on the routine treatment of hyperemesis, on the 
assumption that if you have a definite method you can more readily find out 
whether the method is good or where its weak points are, and the method can be 
followed by the general practitioner; whereas, the expert can very easily individual- 
ize when he finds there is a weakness in any certain part of the method. 


I think the most important thing to consider in regard to this question of 
eclampsia that I have brought out, is that the obstetricians in this Society ought 
to begin to do some constructive work in obstetrics. This work has been taken up 
by the obstetricians in Great Britain, that is, the tabulation and collective results 
of various treatments, in order that instead of indiscriminately, year after year, 
having a paper on eclampsia, we report here each year results of certain methods 
that have been used, and then have the obstetricians of this Society endorse a 
method for a certain time, and at the next meeting they can either improve on that 
method or remove their endorsement from such a method. I would be willing at 
the present time to endorse the Rotunda method, considering the results that have 
been obtained by it. There is a similarity, between the McPherson and Stroganoff 
methods, and the only thing we have tried to add to the Rotunda method in the 
routine we use is the conduct of all the manipulations under nitrous oxide and ether 
in order not to incite convulsions. 
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Dr. ARTHUR T. JONES, Providence, R. I., presented a Report of Two 
Cases of Bicornate Uterus with Pregnancy.—Cesarean Section. 
(For original article, see page 347.) 


DISCUSSION 

DR. F. A. CLELAND, Toronto, CAN.—This case reminds me of one of my own. 
It was similar in so far as the patient had had a miscarriage at about the fifth 
month and had almost bled to death. She became pregnant again, and was sent to 
me bleeding, and supposed to be suffering from either another miscarriage or 
ectopic pregnancy. In passing, one might say these cases are frequently mistaken 
for ectopic pregnancies. We made that diagnosis with the reservation it might 
be a bicornate uterus. The operation performed was almost identical with the one 
Dr. Jones described in the first case, except the pregnancy was in the right side in- 
stead of the left, and I attached the round ligament to the right side as he did to the 
left. 

That was in July, 1922. She became pregnant in the fall of 1923 and in June, 
1924, was delivered of a living child at eight months. An interesting point in 
regard to the case was that I was unable to find a right kidney. The left kidney 
was about one and one-half times the size of a normal kidney. 

In the second case, one can scarcely question the advisability of the cesarean 
section. Potsky in 1920, reported a case almost similar in which he did cesarean sec- 
tion on account of prolapse of the other cornu of the uterus, also, four other cases 
with retroversion of the second cornu, and the patients were delivered in the natural 
way. As Dr. Jones has pointed out, these cases are not extremely rare, but one would 
need to have an immense obstétric and gynecologic experience to meet many of them. 
Notwithstanding the fact that we don’t meet very many, we have to teach the 
students. 

To keep my own mind clear, and also to help them, I divide these cases into two 
groups. If you read the textbooks, you find they are overloaded with terminology. 
Certain terms are applied to different conditions, and different conditions are de- 
scribed under the same names. To get over that difficulty, I try to make the matter 
clear to the students by pointing out (which I don’t need to do to this society), that 
the reproductive organs in the female are formed by the fusion of the miillerian 
ducts. If you divide the cases into two main groups, you may call one group, 
those of imperfect or arrested development. This group embraces complete absence 
of the uterus, rudimentary uterus, absence of the vagina, ete., ete. The other class 
could be described as those which go on to double formations. For diagnostic 
purposes that is rather a good way to present the abnormalities. Students seem 
to grasp it. 

The first class of imperfect or arrested development will present themselves on 
account of symptoms, which are the symptoms of amenorrhea or sterility. 

The other cases usually occur in perfectly normal, healthy women, oftentimes 
present no symptoms and are usually discovered accidentally. 


DR. FRANKL, VIENNA, AuSTRIA.—In regard to malformations of the uterus, 
I have always found two most interesting facts, first the relationship between mal- 
formations of the uterus and tumors, and second menstruation in the case of mal- 
formation. As regards the first specimens of very different types of malformations 
of the uterus, I find that the more intensely we study these specimens, the more 
frequently we find a very frequent relationship between malformations of the uterus 
and the development of tumors. 

We find three degrees of development with the rudimentary horn, either a horn 
the size of a walnut, which has a cavity and well-developed mucous membrane, or 
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we find only a rudimentary horn which is of the same size or smaller, perfectly 
solid, and here and there some very small cavities, or no cavity. In all of them 
we quite frequently find myoma. Without a doubt it is the same coincidence 
which we find in so many other fields of human physiology, the coincidence of mal- 
formation and development of tumors. We likewise see the tumors of the kidney 
combined with malformations of the kidney. 

The second question in malformations of the uterus is that of menstruation in 
the nonpregnant horn of the uterus and the development of the other one. Speci- 
mens of bicornate uterus or uterus didelphus with pregnancies which had tumors, 
showed always that either the nonpregnant horn had no cavity, and then, of course, 
there was no mucous membrane and there can’t be any menstruation with no mucous 
membrane, or there was a cavity, and the mucosa was always fully developed and 
very thick. Certain observers claim to have seen pregnancy in the bicornate uterus 
in one horn and the other horn would menstruate. This I absolutely deny. I think 
it is absolutely impossible when pregnancy exists in one horn of a bicornate uterus 
that there can be any menstruation. 

I induced one of my colleagues in Vienna to study this whole question, and he 
showed also in those cases of pregnancy in the normally developed uterus that it 
was not menstruation; it is only bleeding at the time menstruation should happen, 
in consequence of erosions or polyps, and it is the same in the bicornate uterus 
with pregnancy. Real menstruation during pregnancy is impossible. 


J. F. BALDWIN, CotumMsus, O.—Many years ago I operated upon a young 
girl for acute appendicitis. The usual incision was made and the appendix removed. 
It was then found that she had a one-horned uterus, the right horn running very 
high up so that it was almost in the way of an operation. There was no trace of 
any appendages on the opposite side. I warned her people that in case of pregnancy 
there would likely be trouble. Later she married, became pregnant and everything 
seemed to be normal. She fell into labor but her pains were entirely inefficient, and 
after waiting many hours I finally performed cesarean section. The uterine walls 
as anticipated, were remarkably thin. She possessed only half a uterus. Both 
mother and child recovered, but by previous understanding I did not remove the 
tube. 

In another case I was called to see a woman who though married for several 
years had never become pregnant. In examining her with two fingers, by accident 
my fingers slipped astride a membrane and I then found that she had a double uterus 
and double vagina. I noticed a curious malformation in that there was a notch 
in each cervix next to the dividing membrane, just such a notch as we so frequently 
see in cases of laceration of the cervix. 

TI have had two cases of women who each had a two-horned uterus and a num- 
ber of children. No one had detected any malformation and the children had all 
been born without any difficulty. In both of them subsequent pelvic pathology 
developed requiring operation and the malformation was then discovered. In both 
these cases the indications were that pregnancy had taken place in both horns. 

I had another case in which there was a one-horned uterus with a partial develop- 
ment of the second horn, but the cavity in the second horn did not communicate 
with the cervical canal. This undeveloped horn protruded from the uterus about 
like a fibroid. The patient suffered excruciating pain at each monthly period from 
her first menstruation. The pain came on with the flow, and continued for some 
time afterward. She had become a mere wreck. I made a hysterectomy and found 
the condition as stated. The cavity in the undeveloped horn was about as large as 
the end of my thumb. Later I saw another patient with an identical history and 
with identical conditions. At the operation the undeveloped horn was removed 


| 
i 


392 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


but the other was left so that in case of her marriage she might become pregnant, 
but I have heard nothing from her since she left the hospital. 


DR. FRED M. DOUGLASS, ToLepo, O.—I saw a case four years ago in consulta- 
tion, of a young lady about 28 years old, married, with one child two years old. 
She had missed three periods, and I was called because of the excruciating pain 
in the abdomen, and rapid pulse. Upon examination we found a tumor about 
the size of a grapefruit in the left side, and we made a diagnosis of a twisted 
ovarian eyst complicated by pregnancy. She was moved to the hospital, and we 
found pregnancy in the left cornu, which was ruptured, and blood seeping into 
the perineal cavity. We resected this cornu, closed the left side of uterus in layers, 
and a year and a half later she again became pregnant and was delivered of a 
normal child in the hospital without cesarean. 


DR. JONES, (closing).—My reason for doing a cesarean on the-first case was 
that I considered her as though she had been a previous cesarean section. I had 
amputated the left horn of the uterus, and my incision was as large as the ordinary 
incision would be in a cesarean. That horn communicated with the right horn, 
and I closed the incision in the uterus as you would close a cesarean. Having 
done that, I took the position ‘‘once a cesarean, always a cesarean,’’ and although 
this woman might deliver herself naturally as a case which had been cesareanized 
once, might deliver herself spontaneously at the next pregnancy, yet I think we all 
take the stand we should not let her do that. 

Another thing, I reported these cases because I have looked at the subject from 
a surgical as well as obstetric standpoint. In the first case, at the original 
operation, we might have done a hysterectomy and removed this malformed uterus, 
but here was a little woman who was very anxious to have a child, and it was 
necessary to remove her left horn, but we left the right side, and when she found 
that she possibly could have a child by cesarean, we gave her that opportunity, 
and fortunately she became pregnant and has her living child. In the other case 
T felt we had our definite indications. 


Dr. ArtHuR H. Bit, Cleveland, 0., read a paper entitled The Modified 
Scanzoni Maneuver in the Treatment of Vertex-Occipito-Posterior 
Position. (For original article, see page 342.) 


DISCUSSION 

DR. JAMES A. HARRAR, New York.—I am the member of the association 
who made the statement two years ago which instigated Dr. Bill to write this ex- 
ceedingly interesting paper. I am in hearty concord with all his ideas on how 
he does the Seanzoni with forceps, especially his point not to make traction while 
rotating. 

There are two general rules which call for interference in these cases. One, 
when there is no advance in posterior occiput with strong pains, and secondly when 
there is no advance with increasing extension. 

The reason for my statement two years ago, that Dr. Bill seemed to do Scanzoni 
rotation more frequently than I have found it necessary, and also, that a manual 
rotation was safer for the baby than forceps for rotation, was based on the fol- 
lowing figures from the New York Lying-in Hospital Service which TI published 
in 1907. In 41,800 observed labors there were 1.446 persistent occiput posterior 
positions, and out of these 1,013 were born spontaneously, face to pubes. Of 
eourse in this 1,013, there were a large number of small babies and a large number 
of women with relaxed perineum and easy rapid delivery. Only 433 cases required 
artificial assistance including foreeps operation 286 times. The result of the rota- 
tion with blades alone gave us a fetal mortality of 10.5 per cent. In manual 
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rotation done before the forceps were applied, we had a fetal mortality of 5 per 
cent, less than half. 

In manual rotation it is very important to assist with external manipulations on 
the baby, pushing the fundus down to keep the head from slipping away, pushing 
the anterior shoulder across, with the hand that is not used in doing the Seanzoni, 
and it is certainly safer for the baby to turn it as a whole, than to twist its neck. 


DR. GEO. CLARK MOSHER, Kansas City, Mo.—I should like to comment on 
the necessity of avoiding traction with forceps when doing a rotation. A great 
many years ago Blundell stamped on the blades of his forceps ‘‘ Arte Non Vi.’’ I 
think that is the rule we ought to observe in any forceps delivery. It is not a 
matter of how much strength you may have in your arms, it is a matter of really 
using forceps, with the minimum of effort. 

Dr. Harrar’s statistics would indicate that perhaps 10 per cent is too high a 
number of nonrotating heads, but the Scanzoni, when it is applied in a careful 
manner, and by a good operator, I conceive to be a good practice in obstetrics. 


DR. JAMES K. QUIGLEY, RocueEster, N. Y.—I quite agree as to the frequency 
of occipitoposterior positions. One point not brought out is the danger of con- 
traction ring dystocia in the persistent cases, and as a prophylactic, early delivery 
either by version or forceps. 

I do not think all cases of rotation should be done by the forceps as sug- 
gested by Dr. Bill, or that all cases should be delivered by version as proposed by 
Dr. Potter. In a multipara if the head is high I would prefer to deliver by ver- 
sion, in a primipara with engaged head I have much better success with manual 
rotation of the head, followed by a forceps application. 


DR. IRVING W. POTTER, Burrato, N. Y.—I want to comment on one state- 
ment that was made, that to me is a little misleading, namely, that it is out of the 
question, or not good obstetrics to do a version when the head was in the pelvis, 
that those were the cases, if I understood Dr. Bill correctly, where the forceps 
should be used in Scanzoni procedure. 

Our experience is entirely different. To be perfectly frank with you, I have 
never done a Scanzoni, but I have no doubt you know that I am the radical man 
he mentioned. 

I want to say about the correction of this posterior position, that it is far easier 
to put your properly gloved hand up inside that uterus once, do a version and 
bring the baby out than it is to apply your forceps, twist, and then reapply them 
and twist again, and then pull. 


DR. BILL, (closing).—Statistics show that fetal mortality where the Scanzoni 
method is used, is greater than where manual rotation is used. There should be 
no fetal mortality from forceps rotation per se. Whether there were stillbirths 
following the delivery of the child or not has nothing to do with the rotation, 
whether manually or by forceps, but with the subsequent extraction of the child. 
The rotation simply corrects an abnormality, changes an abnormal to a normal 
position, making the further management of the case the same as if there has 
originally been an anterior position. Injuries to the child’s head or to the birth- 
canal are due to the extraction and not to the rotation. As Mosher said, it is 
important to reduce traction force to a minimum. The traction handle described 
was devised more than anything else with that in view. We try to make for- 
ceps work easy work. If a forceps delivery is a difficult one, we think forceps 
are contraindicated. 

As far as spontaneous rotation is concerned, I agree with Harrar, statistics 
show that a large per cent of cases will rotate spontaneously, and I granted this 
in my paper, but Harrar does not say how many hours elapse from the time of 
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full dilatation until delivery; to how many unnecessary hours of labor the patient 
is subjected, which is the point which I emphasize more than anything else. 
Why subject a woman to hours of needless labor when we can, in a simple and 
safe procedure, whether it be forceps rotation or version, correct an abnormality 
and deliver the patient? 

In regard to what Dr. Potter said concerning the use of foreeps when the head 
is in the pelvis and the use of version in higher cases, that with one intrauterine 
manipulation he did a version, let me point out that in forceps rotation there 
is no intrauterine manipulation. If you put your hand up into the uterus and 
try to turn the child’s body over as Quigley has suggested, I agree with Potter 
absolutely. I would prefer to seize both feet and do a version with one manip- 
ulation. But in forceps rotation we do not do that. The hand is not introduced 
into the uterus, the head is not displaced from the station in which it lies, but 
is simply rotated in this station, making without doubt the simplest method of 
delivery. 

In regard to the choice between version and forceps, I think that every physician 
should be perfectly familiar with version and perfectly familiar with forceps work. 
Being perfectly familiar with each and having no choice, he ean use his judgment 
in the individual case. Personally I have no choice and like to do one as well 
as the other. We must consider entirely the welfare of the patient and realize 
that there is a class of eases in which the forceps rotation is the simplest, and 
the best for the patient, and there is another class in which version is the best. 
Whichever of these procedures is used it may seem radical to interfere so much 
in posterior cases, but as I said in my paper, we are specialists; we are trying 
to improve obstetric art, and yet for years we have said in connection with all 
such procedures that they would not do in practice in general. Instead of bring- 
ing our art down to the level of general practice, Jet us bring our art up to a 
higher level and educate those who do obstetrics to that point. 


Dr. F. Reper, St. Louis, Mo., presented a paper entitled The Anteposed 

Uterus. (For original article, see page 356.) 

DISCUSSION 

DR. JOHN NORVAL BELL, Detroit, MicH.—I believe Reder has drawn our 
attention to a condition that we have been overlooking. I have at the present 
time a patient, a young woman, who has given birth to one child, following 
which she sustained a retroversion of the uterus, which was cured permanently 
by the temporary use of a pessary. 

She is now, about two years after the birth of her child, pregnant again, about 
three or four weeks, and is complaining of a bearing-down sensation. There have 
been absolutely no pathologic urine findings, her bladder is absolutely normal, 
there is no evidence of anything of the nature of cystitis, in fact, no pathology. 
The uterus is in splendid condition except it seems to be unusually or markedly 
anteposed, not apparently prolapsed to any extent. I agree with Reder’s conclusion 
that there is an indication for treatment of some kind for these conditions. 


DR. REDER.—I frankly admit my culpability in performing these operations 
simply because I failed to recognize the true condition. There are two papers 
that harmonize very much with my ideas about this condition, one by Dr. Polak, 
and the other by Dr. Phaneuf. I have operated on women complaining of back- 
aches and bearing-down pains for piles, fissures and fistulae in the hope of re- 
lieving the condition, but without success. Most of these were women who had 
not given birth to children, some were married and again some were not. If 
I would introduce a tampon, composed of a gauze bandage an inch and a half 
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in width, these women would feel perfectly comfortable. In two or three days 
they would come back to have the tampon replaced, because they felt so much 
better with the tampon in place. 

It soon dawned on me that something must be radically wrong with the uterine 
supports. We know from our operations on the extremely retroposed uterus, that 
relief is given by a suspension operation. I ventured to perform a suspension 
operation on one of these women. It gave relief. Ever since I have subjected 
a descensus in the beginning stage that has been causing much discomfort to a 
suspension operation whenever permission from the patient could be obtained. 
Of course other measures for relief were tried before operative measures were 
resorted to. 


Dr. F. A. CLELAND, Toronto, Ont., presented a case report of a Large 
Cyst of the Cervix Following Supravaginal Hysterectomy. (P. 349.) 
DISCUSSION 
DR. H. W. HEWITT, Derroir, MichH.—Was that cervical stump, at the time 
you removed the tumor, in a healthy condition? DR. CLELAND.—Yes. 


DR. HEWITT.—If that cervix had been removed at the time of operation, 
this tumor would never have resulted. It seems to me advisable to do complete 
hysterectomy in eases of fibroid. 

John Polak, before the American Medical Association, reported 260 odd cases 
of cancer of the cervix found at examination in cervices where the uterus had 
been amputated supracervically, and for that reason he advocated a complete 
hysterectomy in all cases of fibroid tumors of the uterus. 


JAMES E. DAVIS, Derrorr, Micu.—In regard to the different diagnoses of 
such conditions, I think of three possibilities in a case like this. The first 
is the most common, viz., the formation of retention cysts in the cervix, ex- 
ceedingly common after thirty years of age, usually multiple in character, and 
rarely ever very large. The secretion material within the eyst walls may be 
thin or greatly thickened. The second concerns the minor vestibular glands of 
the vaginal wall. It is indeed rare that these glands will be found high enough 
to be included in the cervical stump. However, it is quite possible that an 
aberrant gland could be included in the cervix, and might attain the size of the 
specimen shown here. 

The third possibility (which I think Dr. Cleland concurs in), is probably the 
explanation of this condition, viz., an atresia of the internal os and an atresia 
of the outlet of the cervical canal, with the endometrium between these two 
points becoming cystic, or the endometrial cells carrying on secretion and pro- 
ducing the ordinary type of cyst. The size of the cyst is very unusual and its 
appearance is most interesting. 

DR. CLELAND.—I searched the literature and eould find nothing just 
like this. The only thing I know to compare it to is a mucocele of the appendix, 
which many of you have seen. It is really a retention cyst formation; there is 
no question about that. As Dr. Davis has stated, it is caused by a reaction going 
on very slowly, with the secretion gradually gathering in the cervix. The round 
ligaments were attached to it, and the microscopic section showed muscle and 
fibrous tissue, with, epithelium lining both sides. There is some fibrous tissue, but 
it is all eyst and thin-walled. Of course, for mounting it has been packed with 
cotton. It was in the middle line, and I think it can very well be explained 
the way Davis has suggested, and the only thing I know of, that is comparable 


to it is a mucocele of the appendix. (To be continued in April number.) 


THE 


NEW YORK OBSTETRICAL SOCIETY 
MEETING OF DECEMBER 9, 1924 


THe PresipentT, Dr. M. RAwLs, IN THE CHAIR 


Dr. War P. Conaway reported a case of Chronic Appendicitis and 
Pyosalpinx Complicated by Vesical Calculus. 


K., colored, single, aged nineteen, student, was admitted to the Gynecological 
Ward in the Atlantic City Hospital, August 22, 1924. Except for a severe case 
of scarlet fever, her early history was negative. Menstruation began at thirteen 
years of age, was perfectly regular and without pain until the last few months. 
She was treated for gonorrheal vaginitis for two months. For the past two years 
she had been having frequent attacks of painful urination and often bloody urine 
for three or four days at a time. Medical treatment and vesical irrigations af- 
forded temporary relief. She had been in bed for about ten days on two occa- 
sions, during that time suffering from pelvic inflammation of the left side. About 
six months ago she had an attack of appendicitis which subsided in about a week. 

Five weeks before admission to the Hospital, she noticed that her urine was 
bloody at least once or twice daily and that the pain was more spasmodic in char- 
acter with an occasional stoppage of the stream during micturition. Wassermann 
was negative, blood pressure 110-90 and T. P. R. 101-96-22. She had frequent chills 
and the urine showed specific gravity 1.019, with a moderate amount of albumin, 
some blood and pus, 90 W. B. C., to a field. The cystitis was considered secondary. 

The diagnosis on admission was tuboovarian disease, left side, chronie appen- 
dicitis and vesical calculus, the latter confirmed by cystoscopic examination. 

I operated on August 27, after the acute symptoms subsided. The left tube 
and ovary very much diseased, were removed, likewise the appendix, which was 
considerably elongated, retrocecal and imbedded in adhesions. I felt that our 
technic had been sufficiently careful to warrant an incision in the bladder at this 
time for the removal of the stone. Several small calculi, in addition to the large 
one which was presented, were removed, and a permanent small rubber catheter 
left in the urethra. The wound in the bladder was closed with two continuous 
sutures of plain catgut, and the abdominal wound closed with a continuous suture 
of plain catgut in the peritoneum and fascia, and silk in the skin. A few ounces 
of boric acid solution were instilled into the bladder daily until the fifth day, 
when the catheter was removed. The urine was bloody for three days after opera- 
tion. 

Except for a rise in temperature to 101° the first two days, her postoperative 
convalescence was uneventful. She left the Hospital on September 10, in good 
condition, thirteen days after operation. I saw her in my office about two weeks 
after operation. She spoke of feeling perfectly well, of being entirely free from 
pain, and of not having any recurrence of bladder symptoms. 

Dr. JAMES N. West reported (1) a case of Ovarian Pregnancy and 
Gall Stones and (b) Movable Right Kidney and Cysticercus Cyst of 
the Liver. 

1. Mrs. L. K., twenty-four, admitted to the Post-Graduate Hospital, July 14, 
1924. Married four years. One child aged three years. 
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Three months ago went over period ten days. Had abortion done in the office 
of physician. Curettage without anesthetic. Had period five weeks later. The 
last period came on 21% weeks late. Had pain before and after. Now complains 
of pain in the right iliae region, intermittent but was senstitive to pressure all the 
time for three weeks. Was wearing a hair pin stem in the uterus,—a very severe 
attack of pain came on three days after introduction of the stem. 

Examination showed mass in the right side of the pelvis. Diagnosis chronic 
appendicitis andectopie pregnancy. Operation July 15, 1924. Currettage, re- 
moval of the hematoma of right ovary, appendectomy, cholecystectomy. Gall- 
stones were not suspected in this case. After removal of the appendix and the 
hematoma of the right ovary an examination was made of the upper abdomen. 
The gall bladder was found to be distended with stones. An incision over this 
region was made and the gall bladder removed with drainage. 

The tube was entirely free and patulous. The pregnancy was entirely within 
the ovary. 

The pathologist ’s report on the ovary was as follows: 

‘‘The ovary shows a very large corpus luteum with a very large hemorrhage. 
In the hemorrhage, formations can be found which are composed of a stroma lined 
by syneytia and formations which resemble syncytia. The former can be recog- 
nized as chorionic villi, the latter as chorionic epithelial cells. In one area the 
stroma of the ovary shows large pale cells resembling decidual cells. Ovarian 
pregnancy.’’ 

2. Catherine P., aged thirty-four years, married seventeen years, two children 
aged eight and sixteen years. Had a miscarriage three years ago. Menstrual 
history negative, no serious disease since childhood. Complaining of pain in the 
upper right quadrant of the abdomen for five or six years, also pain in the right 
lumbar region. Examination of her lungs negative, pelvis negative, abdomen 
shows a mass extending from the gall bladder region down to a point below the 
umbilicus, super-imposed upon the right kidney or attached to it. The right kid- 
ney seemed to be movable. 

Diagnosis, movable right kidney. Abdominal tumor of the upper right quad- 
rant attached to liver. 


An x-ray showed the kidneys to be practically normal in size and situation 
and functional test showed normal function. The patient was operated upon the 
next day. An Edebohls fixation of the right kidney was made through the inci- 
sion extending from the lower border of the last rib, to a point two inches above 
and to the left of the crest of the ilium. The abdominal mass could be felt ex- 
tending upward toward the liver. An incision of about six inches in length was 
made in the peritoneum and the mass forced up into the incision. It was firmly 
adherent to omentum ascending and transverse colon. Adhesions were separated 
and tied when necessary and when free the mass was found to be attached to the 
liver at the cleft above the gall bladder. It was clamped off, cut away and re- 
moved without rupture. The perineum was closed with catgut. The wound was 
closed in layers and with through-and-through silkworm-gut. A cigarette drain 
was placed down to the perineum. The patient made an uneventful recovery and 
returned to her home on November 17. 

The pathologie report was as follows: 

Gross.—Specimen is a pear-shaped body which has been incised. It measures 
200x70x65 mm. It is a cyst with a wall 3 to 5 mm. thick which contains a great 
number of small cysts with thinner walls filled with clear fluid. The fluid, on 
microscopic examination, contains cholesterol crystals. Hooklets cannot be found 
as yet. 
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Microscopie.—Sections from the wall of the mother eyst show a lamellated struc- 
ture of dense connective tissue with very few connective-tissue cells and a few 
foci of round cells. The examination of the content of the wall of the cyst re- 
veals scolices and in one cyst two Taenia echinococci. These latter findings are 
very remarkable because as a general rule the taenia are only found in dogs. 

Diagnosis.—Hydatid cyst (echinococcus). 

The patient had her symptoms for a long time and had consulted several au- 
thorities, but received various diagnoses until her mind had become confused and 
her confidence shaken in medical advice. It was this mental attitude on her part 
which determined me in the precipitate action of making immediate investiga- 
tion and performing operation in 24 hours after seeing her. 


DISCUSSION 


DR. HERMANN GRAD.—About six years ago I had a ease of echinococcus cyst 
of the liver at the Woman’s Hospital, which was ruptured during the manipula- 
tion. It was diagnosed as gall bladder disease at the time and a large amount of 
this material escaped into the peritoneal cavity. The patient was in bad condi- 
tion and not much could be done except to pack the cavity with gauze. She re- 
covered. Two years later she had an echinococeus cyst in the spleen. She re- 
mained perfectly well during that time apparently and had a baby in the mean- 
time. The cyst in the spleen was very much larger than the one in the liver and 
I could not remove the cyst wall in that case. It was tremendously adherent. 
All I did was to drain. The patient was very stout and it was a very poor risk 
to try to dissect it out. The cyst suppurated for a long time. Finally I filled 
this large cavity with sugar several times, the eyst became obliterated and the 
woman is perfectly well. I have heard of her only recently and she has remained 
well and no further echinococcus cysts have developed. 


DR. JOHN O. POLAK.—When I was in South America two years ago it seemed 
as though these echinococcus eysts grew on everybody. Every clinic that we 
were invited to, presented us with one of these cysts for operation. The interest- 
ing thing to me was a suction apparatus with a very forcible pump that emptied these 
cysts and then they did what Dr. Grad spoke of, filled them with sugar. 


Dr. Emit Novak, Baltimore, Md., (by invitation) presented a paper 
entitled The Correlation of Uterine and Tubal Changes in Tubal 
Gestation. (For original article, see page 295.) 

DISCUSSION 

DR. JOHN O. POLAK.—The work that the doctor has done is along the same 
lines of study as that which Dr. Wolfe, Dr. Welton and I have been doing since 
1920. I am glad to note that Dr. Novak has confirmed the two or three points we 
made in our conclusions. 

We have found definite decidual reaction in the uterus in live unruptured ec- 
topics and that even after curettage, if the ovum is still alive, it reforms. This 
reaction ceases with the death of the ovum and is succeeded by retrogressive 
changes in the decidua. There was nothing definite in these cases if the ovum 
had died, for the endometrium showed only an interval mucosa. Everything that 
has been brought out in this sort of work is of very considerable value. I think, 
however, the most valuable point the doctor has presented to us tonight is the 
fact that we cannot make a diagnosis in these cases by curettage unless the ovum 
is alive. What we have tried to do in cases where a tubal pregnancy has been 
removed, is to go back and curette the uterus so that we could have something to 
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compare and correlate with the changes taking place in the tubes and we hope 
that in the future we will be able to contribute something of value along this line. 


DR. I. C. RUBIN.—Fourteen or fifteen years ago I made routine curettages on 
eases of suspected ectopic pregnancy with the idea of comparing the endometrial 
changes not only for diagnostic purposes clinically, but also for the purposes 
of comparison between the endometrial and tubal findings. Only recently have 
we advanced to a clearer exposition of the changes that take place in the entire 
menstrual cycle. The thing now becomes clear and the pictures and slides 
which Dr. Novak has shown us are absolutely true and the interpretation like- 
wise. 

I think that we may definitely say that (except in those cases where there 
is some extraneous traumatic factor not at all connected with the pathology 
of tubal gestation, which may cause the accidental bleeding) the uterine bleeding 
in ectopic gestation generally follows fetal or embryonal death. The mechanism 
of the bleeding is not only due to the fact that the fetus is dead. The bleed- 
ing is not a reflux from the tube down through the uterus, though that may 
occur if there is marked hemorrhagic distention of the tube and the uterine 
ostium of the tube is patent and not occluded by decidua; but the genesis of 
that bleeding takes place in the corpus luteum of the ectopic pregnancy. The 
corpus luteum either undergoes hemorrhagic change, a traumatie change if you 
will, the integrity of the corpus luteum is destroyed, and its inhibitory action 
upon the endometrium stops. The process is the same which occurs in menstrua- 
tion except that it occurs more abruptly. We know that the corpus luteum 
of menstruation remains intact until the menstrual flow begins. Menstruation 
means that there has been ovular death. With ovular death there at once be- 
gins regression of the corpus luteum. The hemorrhage into the endometrium is 
initiated by thrombotic changes that were beautifully shown on the screen, and 
the casting off or sequestration of the endometrium takes place either en masse 
or as in menstruation, piecemeal. In ectopic gestation the corpus luteum under- 
goes destruction and with that destruction there then begins the hemorrhagic 
change in the endometrium. The idea, of course, is that without the inhibitory 
control which the normal corpus luteum exerts, certain ferment substances, 
proteolytic in character, are now flooded into the endometrium or elaborated by 
it; that there is diapedesis and rhexis of the fine capillaries with necrosis and a 
resulting separation of the endometrium; the same process goes on as in men- 
struation, but in a less characteristic fashion. That is due directly to the peculiar 
corpus luteum pathology associated with ectopic pregnancy. 


DR. B. C. HIRST, PHILADELPHIA.—It would be of interest to unite the glycosuria 
test with the question of the determination of the life or death of the embryo 
in eetopie gestation. I was able to say in one clinic lately: Here is a case of 
ectopic gestation; the ovum is implanted in the outer third of the tube and the 
embryo is still alive, and in the same clinic hour, here is another case of ectopic 
gestation; the ovum is implanted in the isthmus of the tube and the embryo is 
dead. Would it not be useful to unite this glycosuria test with a study of these 
changes in the endometrium, for by that test you can usually diagnosticate 
positively the life or death of the embryo in ectopic gestation. Has this in- 
vestigation been carried out by any one here? 


DR. REGINALD M. RAWLS.—At the Woman’s Hospital we have been under- 
taking to use the glycosuria test in certain cases of ectopic gestation. At present 
we only have five or six cases, and in most of those it was not conclusive 
because the embryo was dead at the time, but we are continuing the work. We 
have not, however, enough material to say anything definite as yet. 
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DR. 8S. H. GEIST.—In all probability the reason for the absence of a definite 
decidual reaction in the tube is the difference in the character inherent in the 
mucous membrane itself. In the uterus the presence of the ovum, or, under 
proper circumstances, of any foreign body, results in the formation of a decidua 
or a localized decidual reaction (deciduoma). In the tube, however, even in 
the presence of pregnancy, the decidua, as has been mentioned by Dr. Novak, 
never takes as complete a form as found in the uterus but may occur in patches 
and at times only involving a few cells. The uterine mucosa has a very definite 
characteristic stroma, whereas the tubal mucosa consists of epithelium, for the 
most part ciliated, supported only by thin connective tissue stroma which 
separates it from its muscularis. As before mentioned, it would seem that the 
supporting cells in the uterine stroma possess some inherent quality which allows 
them to undergo this decidual change. 

Another rather interesting point which I wish to make is the presence of so- 
called dysmenorrheal casts such as are found in membranous dysmenorrhea. The 
finding of such a cast must not confuse and lead to an erroneous diagnosis of 
extrauterine pregnancy. The etiology of these casts is still undetermined. They 
differ from the casts found in the extrauterine pregnancy in that they are as 
a rule neither as large, as thick or as complete. Histologically, they also show 
definite variations from the casts found in tubal pregnancy. The decided decidual 
reaction is missing though there may be suggestive areas in the casts. The 
degenerative changes are more advanced. 


DR. EMIL NOVAK, (closing).—In one of our cases we had an opportunity 
of verifying a point brought out by Dr. Polak in his recent paper, to the effect 
that if a curettage be repeated in those cases where the embryo is alive, a 
decidual reaction will be found to have re-formed in the uterus. This indicates 
that the decidual change is merely the result of some influence emanating from 
the embryo. 

Dr. Polak asks whether or not it is possible for the decidua to regress to a 
resting condition without any actual casting off. This is of course a possibility 
which has always been discussed in connection with this question. We were 
not able to convince ourselves that such a shrinking process occurred in any of 
our cases. I am inclined to think that there is always some loss of tissue, 
although there is no doubt that there are marked individual variations as to the 
amount of tissue thrown off. 

Dr. Rubin mentioned the fact that occasionally, even though the embryo is 
alive, certain traumatic influences may cause some bleeding. This was illustrated 
by a case which we mentioned in our paper, in which the patient, under the im- 
pression that she had an intrauterine pregnancy, had repeatedly introduced 
an orange stick into the uterus for abortifacient purposes. The possibility that 
the bleeding, in cases of extrauterine pregnancy, is due to the functional in- 
fluence exerted by the corpus luteum, must be borne in mind, although, in the 
present state of our knowledge, we can only speculate on such factors. Several 
hormone elements may be concerned in the mechanism of the bleeding, i. e., the 
embryo itself, a possible separate influence of the fetal trophoblast, and the 
corpus luteum. 

Dr. Geist’s statement that the tube does not show a decidual change be- 
cause of the character of its connective tissue is of course in accord with the 
usual accepted opinion. This brings up the whole question as to whether or not 
decidua can be formed by non-miillerian tissue, a matter which was thoroughly 
considered by Webster in his studies of placentation. The question is also a 
pertinent one in connection with the recent investigations of Sampson, as we 
have indicated in our paper. A uterine cast is occasionally noted also in con- 
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nection with membranous dysmenorrhea. The structure of these casts is different 
from that of the decidual casts which we have discussed in our paper. In 
membranous dysmenorrhea the process is evidently one in which the uterine 
mucosa at the time of menstruation is thrown off en masse instead of in smaller 
portions, as is common. Instead of decidual tissue such casts are made up of 
the degenerated and infiltrated upper layers of the endometrium. 


Dr. J. T. GwarHmey (by invitation) presented a paper entitled 
Modified Rectal Analgesia in Obstetrics.* 


The first slide, the most important of the series, showed that, when 
6 per cent ether in a normal saline solution was injected into the 
internal saphenous vein of the albino rat, the average anesthetic 
dose was 744 mg. per kg. of body weight, but that the minimum lethal 
dose was over 2% times 744 or 1892 mg. per kg. of body weight, in- 
dicating a wide margin of safety. When a 6 per cent solution of 
magnesium sulphate was given, using the same technic, the average 
anesthetic dose was 185 mg. per kg. of body weight, and the average 
minimum lethal dose was 190 mg. per kg. of body weight, showing a 
margin so narrow that it would be unsafe to use magnesium sulphate 
alone as a general anesthetic. If, however, a 6 per cent ether and 6 
per cent magnesium sulphate solution in normal saline is given, the 
average anesthetic dose is 170.8 mg. per kg. of body weight, and the 
average minimum lethal dose is 344.4 mg. per kg. of body weight, 
i.ec., the lethal dose is over twice the amount of the anesthetic dose, 
giving a wide margin of safety. 

If this combined anesthetic dose, 170.8 mg. per kg. of body weight 
(ether 6 per cent, MgSo, 6 per cent), is analyzed, we get the fol- 
lowing result: 

: 85.4 mg. ether = 11.48 per cent anesthetic dose ether alone (744 

170.8 mg. : mg. per kg.) 
: 85.4 mg. MgSo, = 46.16 per cent anesthetic dose MgSo, alone (185 

mg. per kg.) 
Total 57.64 per cent of combined calculated anesthetic 


dose (296.32 mg.) 
Therapeutically, 11.48+46.16 = 100 instead of 57.64, (definite synergism). 


The toxicity of ether and MgSo, in combination is a simple sum- 
mation of the toxicities of the two compounds as the following table 
will show: 


: 172.2 mg. ether = 9.1 per cent M.L.D. ether alone (1892 mg. per 

344.4 mg. : kg.) 
: 172.2 mg. MgSo, = 90.6 per cent M.L.D. MgSo, alone (190 mg. per 

kg.) 


“Total 99.7 per cent of combined calculated M.L.D. 
(345.4 mg.) 


I’rom these results we may conelude that ether and MgSo, act syner- 
gistically in producing anesthesia without producing any increase in 


1The method has already been fully detailed in previous papers published in this 
Journal, October, 1923, August, 1924, and the procedure is merely reviewed here, based 
on the most recent observations, in a series of tables shown in lantern slides. 
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toxicity. Other slides would indicate that a 2% per cent solution of 
novocaine added to the MgSo, solution (50 per cent) or to the MgSo, 
and morphine solution, increases the efficiency, definitely prolongs the 
effect, and allays irritation, without increasing the toxicity. 

In obstetric analgesia, magnesium sulphate is not used as an anes- 
thetic but as an analgesic and as a potentiating agent for the ether, 
the amount usually not over approximately one-nineteenth the fatal 
ealeulated dose. The toxicity of magnesium sulphate as used in this 
system need not be considered. 

The next four slides demonstrated the even evaporation of ether from 
oil. The average anesthetic dose of ether in oil is five ounces; the 
average dose for analgesia is two and one-half ounces. As the 
patient is never so relaxed that the jaw has to be held forward or 
the tongue manipulated, an expert anesthetist is, therefore, never 
necessary. 

Quinine is safe in all stages of labor and is just as important as 
the ether and the magnesium sulphate. If withdrawn, uterine inertia, 
delayed labor, and an increase in the incidence of forceps results. 
The average results in a number of cases are better with twenty than 
with ten grains, although ringing in the ears and temporary deafness 
(not over four hours) occasionally result. 

Morphine is used sparingly and in small doses. 

The technic has been changed but little, (see Am. Jour. OpstTerrics 
AND GYNECOLOGY, Oct., 1923—Aug., 1924), since the first one hundred 
sases and is as follows: When the cervix is two to three fingers 
dilated, and the pains are four to five minutes apart, and lasting 
thirty to forty seconds, give an intramuscular injection of morphine 
gr. 4% in 2 ¢.c. of a 50 per cent magnesium sulphate solution with 2% 
per cent novocaine. If effect of hypodermic is not markedly sedative 
in twenty minutes, place patient on left side and, with gloved finger 
in rectum, direct the end of a catheter filled with oil beyond the fetal 
head or buttocks, and give as retention enema: 


BR Quinine hydrobromide grains 20 
Aleohol drams 3 
Ether ounces 2% 
Olive oil q.s. ad ounces 4 


Additionally, if necessary, 2 to 4 hypodermic in- 
jections, 2 ¢.c. of 50 per cent MgSo, solution with 
2% per cent novocaine, without morphine. 


Until June 1, 1924, the cases were selected. Since that time all 
patients who are not too far advanced in labor receive the treatment. 
The percentage of eases, for the entire hospital, receiving treatment 
in June was only 7 per cent; in November it was 66 per cent. 
Cesarean or forceps cases present no contraindication as the woman 
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is relieved of pain and energy is conserved. It is useless to give the 
treatment if the head is showing, as analgesia will come on too late 
to be of any service. Not only do all ward patients not too far ad- 
vaneed receive the treatment, but surgeons without exception pre- 
scribed it for their private patients. Over 90 per cent of the patients 
are relieved of pain. In a few instanees, the baby is born without the 
mother’s knowledge, but ‘‘painless childbirth’’ for the many is still 
an ideal to be striven for. At this time, over 200 patients receive 
treatment every month. 

An analgesie chart, composed of the things in whieh De Lee and 
other authorities stated twilight sleep failed, is used at the Lying-In 
Hospital. The following is a summary of over 200 cases analyzed for 
November, 1924: 


Sedative 123 

Ist hypo effect: Unchanged 53 
Kixeiting 3 
Retained 194 

Instillation: Irritated 1 
Expelled 13 
Sedative 177 

Effect of enema and hypo: Unchanged 17 
Exciting 6 
Not affected 125 

Contractions of uterus: Increased 37 
Decreased 32 
Decreased 168 

Sensation of pain: Not affected 24 
Increased 6 

Delivery Without forceps 141 
With forceps 36 

Do occipitoposterior positions ro- Yes 22 

tute normally? No 7 
Crying 158 

Condition of baby: Apneic 24 
Asphyxia 

Postpartum contraction of the 

uterus: 105 


The Lying-In Hospital now has a total of over one thousand cases 
thus treated. From a study of the charts, we may conservatively state 
that: 

1. The method is safe. 

2. Pain is relieved in some measure in over 90 per cent of all cases. 


Labor is not delayed. 
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4. Occipitoposterior positions rotate in about the same proportion as 
without medication. 

5. The baby is usually born erying. 

6. Delivery with forceps is decreased. 

7. The postpartum contraction of the uterus is good. 


With our present technic, chance is eliminated. The instillation 
is rarely expelled, the final result depending entirely upon the ex- 
perience with this method and the judgment of the obstetrician. 

DISCUSSION 

DR. B. C. HIRST.—There is a persistent demand among women for the 
amelioration of the pains of childbirth and any proposition along this line should 
command our careful attention. When the whole country was excited over 
‘‘twilight sleep,’’ Mr. Bok visited me, after having visited DeLee of Chicago, 
Williams of Baltimore, and Cragin, of New York, saying that the Ladies’ Home 
Journal was flooded with letters from women all over the country demanding 
to know what was in this method, and the tenor of all the letters was the same, 
namely, that physicians were showing too much indifference to the pains of child- 
birth and their mitigation. I have lived through all the recent propositions to 
lessen the pains of labor and have tried them all. I had an extensive experience 
with ‘‘twilight sleep’’ as early as 1903 but found it too dangerous. There were 
too many cases of postpartum hemorrhage, too many asphyxiated babies. I 
had considerable experience with ‘‘twilight sleep’’ as modified by Kroénig and 
Gauss, about 90 per cent suggestion and 10 per cent analgesia. Various 
artifices which were practiced in. ‘‘twilight sleep’’ such as darkening the room 
of the patient, blindfolding the eyes, stuffing the ears with cotton, the use 
of rubber-soled shoes by the attending obstetrician and other methods of sug- 
gestion to make the patient believe she was suffering no pain. My experience in 
Freiburg where this method of analgesia was used made me believe that the women 
were so overawed that they were afraid to admit that they were suffering. I was 
therefore dissatisfied with it and gave it up. When therefore this proposition of Dr. 
Gwathmey’s was published I adopted it as promising better success. After a 
trial for about a year I can say it is the only method for ameliorating 
the pains of labor that I find practicable in private practice. 

To summarize our experience with it, without giving statistics, I would say 
that it is not so successful in ward patients as it is in private room patients. 
It is not so easy to keep the former quiet, they are disturbed by other patients 
about them, the students in attendance and so on. In a private room it is 2 
great comfort to the patient and myself. I am free from the importunity of 
the patient, the husband and the family. As one of my nurses said recently 
it converted a wild cat into a reasonable woman. It is really surprising to see 
the effect on private patients under the influence of rectal analgesia. They are 
as a rule apathetic and make no complaints and are somnolent four or five hours. 
The only disadvantage I have seen with this method has been in an unexpectedly 
rapid labor in which the initial hypodermic of morphine was given too short 
a time before the delivery of the baby. In one case of breech presentation, for 
example, in an elderly primipara, anticipating hours of labor, the morphine 
was given at the proper time but in an hour and a half the baby was born 
asphyxiated and was revived with difficulty. On the contrary in another breech 
presentation lasting four days I hesitated to repeat the process. It would be 
interesting to hear from Dr. Gwathmey how often we could safely repeat the 
administration of the entire procedure. In some cases the method could be 
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employed three or four times over with advantage to the patient and the 
physician as well. How often would it be safe to repeat it after the effects 
of the first administration have passed away? On theoretical grounds it would 
appear to be perfectly practicable to repeat it every six or seven hours, but 
I would like to have Dr. Gwathmey’s opinion on that point. 


DR. ASA B. DAVIS.—I am particularly glad that Dr. Hirst is here to give 
us the result of his observations and experience, and that he is able to confirm 
the value of this method. 

Nearly two years ago Dr. Gwathmey came to me as chief of the Lying-In Hos- 
pital, to discuss the matter of developing some method which would reduce the 
pains of childbirth. After several conferences between us, I consented to place 
the facilities and clinical material of the Lying-In Hospital at his disposal, with 
the one stipulation that he should keep well within the danger line in so far 
as the mother and child were concerned. I believe that that requirement has 
been lived up to strictly and entirely, as I have yet to know of a case wherein 
cither mother or child were in any way injured by this method. Dr. Gwathmey 
began in 1923. I feel that it is impossible to give him too much credit for his 
inititive in this matter, his persistence, patience and the employment of his 
great skill and knowledge of anesthetics. Our frequent consultations have con- 
tinued up to the present time, in order to check up the results of the medication 
and the clinical reaction of the patients, until we have arrived at a method 
which is very near a standard. We believe that in this respect something has 
been discovered which is of very great value in obstetrics. This has not just 
happened. It is the result of Dr. Gwathmey’s efforts, plus the facilities and 
team work of the Lying-In Hospital, extending over a period of nearly two 
years. There has been much experimenting and frequent changes in the formulae. 
The Chief Surgeon in directing the clinical end of this investigation, has con- 
stantly laid stress on the point that we should find out what was wrong with 
this method all the way along. We felt that the good points would appear and 
take care of themselves. There is no doubt that we have been successful far 
beyond our expectations. Whatever the results are elsewhere, we have found 
this method so good that it will be continued in the Lying-In Hospital. At 
first, when the drug content was purposely very small and results were nil, or 
nearly so, it was very difficult to secure cooperation and make use of the ample 
clinical material. This has changed, and I believe that the attending staff, 
internes and nurses are as one in their enthusiasm. To some extent we are 
at a disadvantage in changing our interne staff every four months, and for a 
time it was difficult to induce the new men to take up this new work readily. 
Now, its reputation is established, and its employment has become part of 
the routine of the Hospital. The patients themselves have no doubt concerning 
its value. It does work. It is safe. It does reduce suffering to a very marked 
degree. It does not act equally well in all cases. We have some failures as 
Dr. Gawthmey has indicated, but, the percentage of failures is decreasing. There 
is scope for a certain amount of skill in its administration and the exercise 
of judgment as to when it should be given and also as to its repetition. Dr. 
Hirst has pointed out these facts. As he states there is no objection to repeat- 
ing the whole procedure in long drawn out labors. We see very few cases 
where labor is stopped. One possible objection occurs to me. We are now 
using 20 grains of quinine in each installation. It might not be desirable to 
keep on repeating this same dose of 20 grains. This objection could be over- 
come by having the mixtures which are prepared for repeating contain a lesser 
quantity, say 10 grains. Harking back to ‘‘twilight sleep’’; blue babies were 
altogether too common following its use. Occasionally we still see babies who 
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are eyanotic after delivery. We see them in cases where no medication has 
been used. After critical observation we have failed to find that blue babies 
are traceable to the use of the method now in use. There are some things on 
record which we consider very unfortunate. It is our aim to avoid appearing 
in the lay press. In some way we have stumbled, and this method has been 
heralded abroad in the papers as ‘‘painless childbirth.’’ In this age when 
sO many inventions, changes and wonderful things have occurred, it is hardly 
safe to use the term ‘‘never’’? concerning any problem. But, in so far as | 
can see, we cannot look forward to the time when childbirth shall be entirely 
painless. I do not believe that the delivery of a child can be carried out with- 
out pain. I wish to repudiate as definitely and strongly as possible, the state- 
ment that we have discovered something which will render childbirth pain- 
less. This has appeared in the lay press and been published all over the 
country, with the result that hopes have been created which cannot be realized. 
We have been severely criticized for an article which appeared on the front 
page of one of the papers during the Clinical Congress which took place here last 
Fall. I have Dr. Gwathmey’s written statement that he had nothing whatever to 
do with this article and was not present at the meeting from which it was 
said to have emanated. I am very sure that no information of this kind was given 
out by anyone connected with the Lying-In Hospital. The article had to do 
with scopolamine, ‘‘twilight sleep’’ and various other things. The very construc- 
tion of the article should have earried its own denial. If it were our wish to 
gain this kind of notoriety, it would take but a short time to obtain at least 
as much advertising as ‘‘twilight sleep’’ had. Sensational reports in the lay press 
are cheap and not helpful. 

We propose to continue experimenting. Already many changes have been 
made, but we find that for the best results we are obliged to go back to the 


process which is almost standard. 


DR. HAROLD BAILEY.—TI have been converted to the use of this analgesia 
after a considerable period of trial. At the Manhattan Maternity Hospital we 
have been using it more or less regularly for some time and last month there 
were 40 cases. 

I think it is well named ‘‘analgesia’’ because in most instances it is exactly 
that. Many of the cases sleep through the labor some of which, as Dr. Hirst 
says, end in a remarkably short time. We gave the anesthesia to a primipara 
the other day as soon as the three minute pains began (she was examined and 
found to be three fingers dilated); she went to sleep and had a stillborn baby, 
without our knowledge, under the sheet, sleeping through the delivery, of which 
she knew nothing. She was in the waiting room next to the operating room 
and under constant supervision. She made no cry and we merely found the 
baby in the course of our observations. 

These cases must be watched, especially if they drop into sound sleep al- 
though some 50 per cent of them do not. <A certain percentage are excited 
rather than quieted by the analgesia and it is difficult even to. keep them in bed. 

We have varied a little, for one or two reasons, the method of administra- 
tion and have not been quite accurate in the time of giving the second dose; 
in other words, timing the dose of ether we give the morphine without the 
magnesium sulphate because 2 c.c. of magnesium sulphate two or three hours 
before the ether has very little effect on the ether anesthesia. As we look 
at it now knowing, of course, exactly what the doctor is doing at the Lying-In 
Hospital, we use the morphine more with the idea of finding out whether the 
labor is progressing; if so we give the ether in an hour and if not we wait 


until the pains become severe again. We have had some remarkable successes 
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in this way. As a matter of fact the patients who are excited, the next day 
when they are questioned say that the analgesia was a great relief. 

There is another point, namely the question of the absorption of the quinine 
by the rectum. It seems to me that that is a flourish and is hardly necessary, 
but I should like to hear from the doctor in regard to it. 

The ether is put into the rectum without any great difficulty and, as a rule, 
it seems to be retained. It is allowed to run in by gravity with a little warm 
olive oil first. 

I am a great believer in the method and I certainly intend to use it in all my 
own cases unless I find a contraindication to its use and at present, I do not 
know of any. 


DR. J. A. HARRAR.—As Dr. Davis says, we are not trying to be too 
enthusiastic about this method, but are trying to find out its faults. It seems 
to have very few serious faults. I think there is no question as to its being 
the best practical method we have for the relief of pain in labor. It takes the 
place in a simple way of the method of gas-oxygen in the last three or four 
hours of labor. If given too soon in a primipara it will temporarily stop the 
labor. If given before the pains are four to five minutes apart and lasting 
forty seconds, it will sometimes favor an interrupted labor so it will stop and 
begin again some hours later. 

We often repeat the method. We had a thirty-two hour labor the other day 
in a breech presentation in which we gave one-sixth of a grain of morphine 
one four hours, with a standard dose of the instillation the next four hours, with 
perfect success as far as relieving the pains was concerned. 

It does not give an absolutely painless labor, but it controls two-thirds of the 
pains. 

Occasionally there is a little burning, if there is a fissure-in-ano, which usually 
passes off very shortly and lasts only a few minutes after the instillation. 

It is simple to use: the nurse or the accoucheur can use it. It does not 
require a trained anesthetist and a man working in a home has a good method for 
the relief of the pains of labor without anybody helping him. 

It does not interfere with the bearing-down pains like ‘‘twilight sleep’’ did. 
It does not interfere with the perineal stage. The patient delivers her baby 
promptly with good bearing-down pains throughout. 

The use of quinine seemed unnecessary and I asked Dr. Gwathmey to go 
ahead without it. The result was that the number of forceps increased and 
there was a delay in the perineal stage. 

In regard to the question of the quinine being absorbed by reetum, I would 
say that these patients frequently complain of ringing in the ears so there must 
be absorption. 


DR. HAROLD BAILEY.—I would like to ask the reader of the paper another 
question concerning this second dose. We have to give ether to most of these 
eases at the actual delivery and we have noticed that it takes very little ether 
to put the patient very deeply under, even if the anesthesia is given six or 
seven hours before, and we cannot help but wonder whether under those circum- 
stances another dose is safe. I have also heard it remarked by others, and 
this we have noticed ourselves, that in one or two cases the pulse rate is very 
high at the end of the delivery, much higher than one would expect even in the 
case of a nonoperative delivery. 


DR. GWATHMEY (closing).—There is no danger in repeating a fraction or 
all of the instillation after four hours. This has been done numbers of times. 
When ether is given by colon, the physiology is entirely different from inhalation 
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anesthesia; the spinal nerves seem to be affected to a much greater extent, 
and analgesia is much more apparent. When ether is given by rectum, you do 
not get the nausea and vomiting that you do with ether by inhalation. In 
using the rectal method we are able to talk to a patient who is satisfactorily 
analgized and get correct answers. You cannot do that with a patient under 
inhalation anesthesia. 

I have given this instillation to a parturient woman with hemorrhages from 
the lungs with no ill effect whatever, because when it gets to the lungs it is 
moistened and warmed to body temperature and has no irritating effect. 

Dr. Bailey referred to the quinine in the mixture. There is no question about 
its absorption for the simple reason that sometimes we get the toxic effect, i. e., 
ringing of the ears and headache. One case was deaf for three or four hours, 
and then it cleared up. We took the quinine out of the formula in thirty cases 
at the request of one of our attendings, and during that time uterine inertia 
and the incidence of forceps increased, the labor was delayed, and the method 
was more or less of a failure. When we put the quinine in the formula again, 
things went on as smoothly as before. There is not the slightest question as 
to its being absorbed from the rectum. 

The percentage of success will always be greater in private practice than 
in ward cases, for the reason that in the ward one patient disturbs another and 
you cannot have the quiet that you have in a room. The private patient co- 
operates and is willing to do what you ask; she has confidence in the doctor, 
whereas with ward patients it is sometimes the reverse. 

The success of the technic depends upon when the first hypodermic and 
the instillation are given. Even with much experience, one will sometimes 
fail as to the time. 

Albuminaria or the toxemias of pregnancy do not contraindicate the method. 
In one instance an out-patient who looked as if she were going into eclampsia 
received it before the attending saw her; she was sent in to the Hospital, and 
it cleared up without further treatment. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF MARCH 6, 1924 
THE PRESIDENT, Dr. EpMuND B. PIPER, IN THE CHAIR 


Dr. J. S. LAWRANCE read a paper entitled The Relation of Extraneous 
Disease to the Incidence of Eclampsia. (For original article see 
page 351.) 

DISCUSSION 

DR. PHILIP WILLIAMS.—Dr. Lawrance shows very clearly how poorly a 
damaged organ can stand the strain of pregnancy. It seems to me that he regards 
pregnancy as a disease which is physiologic in its onset, normal in its termination 
and convalescence and yet susceptible to many complications. Careful history-taking 
is just as necessary as in any obscure medical problem, and when we have by the 
history-taking determined the possible damages to which the organ has been sub- 
jected by previous infection or pathologic entity, we then should introduce the 
proper physical and laboratory examination to determine to what extent the tissues 
have suffered in their struggle with bacteria. In some cases of toxemia perhaps 
the toxin is brought through a placental infarct disintegrating, due to chronic 
sepsis of many years standing. In other cases a focus of infection in the teeth, 
tonsils, gall bladder, quickened by the action of pregnancy, may result in acute 
thermie types of toxemia of pregnancy. Or it may be true that nephritis from 
scarlet fever in childhood or myocardial heart following rheumatism, may dam back 
the normal waste to a point of irritation. At any rate I think we can rest assured 
that whatever weakness we find we can often carry such a damaged body through 
the strain of several pregnancies by care and attention. Eclampsia is certainly 

a diminishing disease in Philadelphia as judged by the hospital reports. The 

toxemia of pregnancy in its milder, or possibly somewhat severe form may be a 

little more frequent as a result of the strain of present-day life. It does seem 

that all three of the types of toxemia could be reduced by more careful prenatal 
care, by more careful history-taking and more careful laboratory and physical 
examination of the women. Dr. Lawrance’s paper has served to show how necessary 
such work is, what it can accomplish and I think the survey that the Child 

Federation made of the prenatal clinics in Philadelphia showed that we need 

a great many more of these clinics. I would like to add one little note in regard 

to the treatment of eclampsia. A case which came under my observation lately, 

showed a history of typhoid infection eleven years previous to pregnancy. During 
this pregnancy her blood pressure ran consistently high and she developed a ful- 
minant toxemia two days before the expected date of delivery. Cesarean section 
was done and a living baby recovered. The blood pressure consistently increased 
from 195 to 210 or thereabouts, venesection was done and eight ounces of saline 
introduced into the woman’s veins. As the condition grew worse we did a trans- 
fusion, but we did another venesection just as we were prepared to do the trans- 
fusion, working on the theory which had been found successful in superficial burns, 
that if toxins are extracted by venesection and healthy fluid put in, the toxins 
are taken out while the fresh blood is being given. We bled the woman again, 
sixteen ounces, and as she became exsanguinated, we ran in from a suitable donor 
600 e.c. of blood. Her condition steadily improved, the blood pressure dropping 
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gradually from 220 to 150. She remained in comatose condition for three days. 
Except for a slight retinitis she is now perfectly recovered. 


Dr. Leonarp Avererr described his experience with the Kielland 
Forceps as follows: 


During ten months’ work in the clinics of Mackenrodt and Bumm in Berlin 
and of Kermauner (formerly Wertheim’s Clinic), in Vienna, I had ample oppor- 
tuity to observe and learn the use of the Kielland forceps. In the Kermauner 
Clinie the superiority of the Kielland forceps is so established that their applica- 
tion is now being taught the University students in the regular curriculum. 

Since my return I have used the Kielland forceps in nine eases, four of which 
were high forceps deliveries, with excellent results in all but one. In this par- 
ticular ease I was called in consultation after the woman had been in labor for 
twenty-four hours. On examination I found a large child with the head presenting 
but not engaged. She had a true conjugate of about 7.5 cm. Realizing that the 
disproportion between head and pelvis was too great, I advised cesarean section. 
The physician in charge insisted that I try forceps first. I used the Kielland for- 
ceps but could not pull the head into the pelvis. Thereafter, on sectioning her, 
I found no injury to the uterus or the child’s head, except for some pressure 
marks of the blades which disappeared very shortly. Both mother and child made 
a good recovery. 

My associate, Dr. Sangmeister, has become an enthusiastic advocate of this in- 
strument, and uses it not only in the high position of the head, but in all cases 
where forceps are indicated. He reports six cases of which two were high forceps 
deliveries, with very good results in all. 

DISCUSSION 

DR. WILLIAM ‘E. PARKE.—Since last fall I have made seven applications. 
The method demonstrated by Dr. Averett is new to me. I applied the Kielland 
like other forceps and not with the first blade wrong side up, and then to be turned. 
I had a rather curious experience with this forceps. I applied them in the usual 
way, presumably to the sides of the head. The handles when locked were in an 
anteroposterior position but when I pulled on them the head slipped out, not from the 
end of the forceps, but from the concave side. A second application resulted in the 
same way. I then terminated the delivery by podalic version. I suppose the blades 
were not applied biparietally or this accident would not have oceurred. The technic 
demonstrated this evening should correct this error. 


DR. PHILIP F. WILLIAMS.—Just why does the forceps have to be turned up* 
side down in the uterus and then turned over? It seems to me if you put the 
forceps in with tips turning up towards the uterine wall, there might be danger 
of rupture of the lower uterine segment. 


DR. G. VICTOR JANVIER.—I believe that this forceps should be used only 
by experts, a great deal of damage may be caused by the general practitioner, 
for not only the fetus, but the mother is in jeopardy. These forceps should. be 
decried outside of a regular maternity clinic. They have their place and are 
going to be used as we acquire more skill in using them. 


DR. NORMAN L. KNIPE.—TI should like to ask, as Williams did, why it is 
necessary to put these forceps on upside down? Personally I do not use forceps 
very much any more. I make use of them only as elevators at the outlet. If 
the ease is one which would ordinarily require forceps on a head higher up, I 
have other methods of delivery, most frequently version. 
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DR. NORRIS W. VAUX.—The application of these forceps is so different from 
the way we were taught that I am glad to hear Averett demonstrate the method 
used in the Vienna school. We were taught never to put forceps on the head 
at the brim, the floating head. It strikes me these forceps are more for rotating, 
than for traction. 


DR. AVERETT (closing).—In a high presentation of the head, with the sagittal 
sutures in the transverse, to apply the anterior blade directly over the parietal 
bone with the old method, would be impossible, as the perineum would not permit 
the handle of the forceps to be brought down low enough. The direct application 
of the forceps over the parietal bones is its chief advantage and if applied in 
any other way than that which I have demonstrated, the biparietal application will 
not be obtained. 


Dr. Roy W. Mon er presented a paper entitled Foreign Proteins as 
Adjuvants in the Treatment of Stubborn Pelvic Infections. (For 
original article, see page 365.) 


DISCUSSION 


DR. JOHN A. McGLINN.—In my eases of chronic sepsis at the Philadelphia 
Hospital, we followed the original German way of using milk, which was brought to 
the boiling point and then given in 5 to 10 e.c. doses. These patients had violent 
reactions. In one there occurred a temperature of 110°, with edema of the glottis. 
The second patient had a ‘‘frozen pelvis’? and after three injections her uterus 
was entirely movable and we continued with the treatment. We continued the 
treatment not only in the Philadelphia Hospital and St. Agnes,’ but in private 
work and had remarkable results. We subsequently used proprietary preparations 
the basis of which is lacalbumin, and we do not get the violent reactions, but do 
get the same results. It has been pointed out recently that the reactions depend 
upon the number of bacteria in the milk. If you use certified milk you will not 
get the reactions that you get in ordinary milk. You can use certified milk and 
practically be as free of reactions as if you used lacalbumin. It does not make 
any difference what protein we use. All contain something which has not yet been 
isolated, but that something does the good. 


DR. LEONARD AVERETT.—At the Philadelphia General Hospital I used it 
in six cases, two, acute pelvic cellulitis and four, subacute. In two of the sub- 
acute cases, the smears were positive for gonococci. The acute cases were very 
much benefited by this treatment; the temperature came down, the pain and tender- 
ness subsided. They were soon able to go home, but their pathology was not en- 
tirely cleared up. 

The four subacute cases all cleared up and the two with positive smears became 
negative. 
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NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL 
SOCIETY 
MEETING OF DECEMBER, 1924 


DR. A. H. GLADDEN, JR., reported the case of a colored woman, aged 33, 
operated at Charity Hospital a few days before on a diagnosis of lacerated cervix 
and multiple fibroids. Laparotomy was done, and on exploring the upper abdomen 
a lithopedion was found attached to the omentum; there was also a calcified area 
attached to the end of the right tube. About a third of the omentum was excised 
and the lithopedion removed without difficulty. When the question of possible preg- 
nancy was put to the patient after her recovery from the anesthetic, she recalled 
that some 14 years before she had considered herself pregnant, but at the seventh 
month further growth apparently stopped. The local physician explored her uterus 
and found nothing but blood clots, and the idea of pregnancy was dismissed. 
Shortly afterwards she menstruated normally and her menstrual life thereafter was 
without incident. Gladden exhibited the specimen together with photographs and 
x-rays, and reviewed briefly D’Aunoy’s and King’s recent exhaustive report of the 
80 similar cases found in the literature. This case will be reported in detail later. 


Dr. E. L. Kine read a paper on the Conservative Treatment of Ec- 
lampsia. (For original article, sce page 338.) 


DISCUSSION 


DR. W. D. PHILLIPS.—My only adverse comment would be on his very high 
fetal mortality. I believe that in this condition the baby must be considered as 
well as the mother. Naturally the situation in hospital and in private work is 
very different. In the hospital most often we get the patients in a hopeless condi- 
tion, many of them having been tampered with on the outside, while in private 
practice such a situation rarely arises for the reason that we watch our cases care- 
fully and treat them before they reach that stage. In the preeclamptic state, 
blood pressure and urinary findings are both important guides, though it is perfect- 
ly possible for a patient to develop eclampsia with a relatively low blood pressure 
and practically normal urine. But as a rule the reverse is true. The duration 
of pregnancy will help considerably in deciding what steps to take. In my private 
work, when the patient is bordering on eclampsia and the child is viable I do not 
temporize too long. It is too easy to induce labor and the chances of mother 
and baby are certainly better. If the patient is having pains and her toxemia is 
not very servere, it is safe to temporize, but in a primipara advanced in pregnancy 
and already in the eclamptic state, cesarean section is often indicated. In multip- 
arae less far along in pregnancy vaginal cesarean section gives good results, or 
podalic version, when the cervix is dilated or dilatable. Personally I have had ex- 
cellent results with catheters in the induction of labor. 


DR. P. B. SALATICH.—I agree with Dr. Phillips that if you watch your cases 
carefully the percentage of true eclampsias is likely to be small. As the condition 
is most likely to develop in the last two months, it is my rule to advise patients 
after the seventh month to send their urine every five to seven days. This is very 
little extra trouble for me and often prevents serious trouble for them. Most of 
the bad cases I have seen have been in consultation. If there is a history of con- 
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vulsions and the patient is a primipara and not in labor, with a high blood pres- 
sure, I reduce it to 130 or lower, not by bleeding but by medical means. I give 
veratrum viride, 3 to 5 minims, which usually brings down the blood pressure and 
checks the convulsions. I follow this with high saline or bicarbonate flyshes, and 
then a purgative, and after the bowels have moved well I dilate the cervix slightly 
and put in a bag. I also use quinine, about 10 gr., after the bag is in place 
and the pains have begun; it promotes contractions and has no effect on the bjood 
pressure. I am afraid of pituitrin under these conditions. I recall one patient 
whose convulsions had been checked for ten hours by veratrum viride. The doctor 
associated with me suggested the application of forceps; I proposed pituitrin in- 
stead and gave her two minims. She had a convulsion almost immediately, where- 
upon I applied forceps and terminated the labor without further difficulty. With 


the use of quinine and traction on the bag I have had multiparae deliver within 
two hours. 


DR. HILLIARD E. MILLER.—Practically every case which develops it is a 
neglected case. It frequently comes relatively early in pregnancy and I think 
Dr. King has been rather more radical in the eases he reports, which are all early 
ones, than he would have been in cases nearer term. In the latter group, in the 
majority of instances, iabor begins spontaneously, and then nothing more is in- 
dicated than the conservative measures already discussed, no tampering of any sort, 
no vaginal examinations, no instrumentation during the first stage, and as early a 
forceps delivery as possible during the second stage. My experience with pitui- 
trin in the induction of labor in eclampsia is disappointing. I use it without fear 
in other conditions where it is indicated, such as postmature babies, borderline 
pelves, ete., but I do not think it makes any difference what you give eclamptic 
patients by hypo because they are already so edematous and water-logged. I do 
not think it is a good policy to use quinine in obstetric cases. You will note 
meconium very early when you use it, as the oxytoxic is a distinet protoplasmic 
poison and causes early embarrassment of the baby. I should like to ask Dr. King 
whether he has noted that the use of glucose increases the urinary output. 


DR. J. W. NEWMAN.—The time is ripe for the conservative treatment of 
eclampsia, though we must not allow the pendulum to swing so far that we become 
ultraconservative. There are one or two points I should like to stress We give 
gr. 144 morphine at once, then gr.144 every 15 minutes until the patient is com- 
pletely under, almost anesthetized, and then we begin treatment. We seldom have 
to give more than a grain. We have brought the respiration as low as six, then 
worked on the patient and got ten good results. I also want to stress the use of 
purgatives. "We use two or three ounces of Epsom salts in concentrated solution. 
after a gastric lavage. We also rely a good deal on the Rehfus tube. After it 
passes the pylorus you can do practically anything in the way of treatment or 
nourishment. If enough of the salts has not been retained, we give it by drip 
through the tube, in a weaker solution, if the patient’s condition does not warrant 
the stronger one, and in that way we give fluids too. For years I have advocated 
pituitrin in these cases and have had good results from its use. In Dr. Salatich’s case 
I think the convulsion was purely coincidental. Pituitrin does not raise the blood 
pressure more than a few points, and it does start contractions. Used with the 
bag it saves the patient much suffering, which is certainly a point to be considered. 
There is no doubt that in the future the whole treatment of the toxemias is to be 
along the line of the endocrines. In the preeclamptic stage we are treating our 
patients with ovarian, thyroid and pituitary extracts. In past years the mistake 
has been that we used too heavy a dosage. Today we try to stimulate the internal 
secretions, not replace them; we begin with small doses and inerease them until 
we secure the effect we wish. 
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DR. E. L. KING (closing).—I wish to point out that I did not attempt to 
eover the entire field of eclampsia in my paper, and that I was not discussing pre- 
eclamptie conditions particularly. The treatment has rightly been stated to be 
prevention, first of all, and I think we should be considerably more careful than 
the average textbooks direct, with a urinalysis and blood pressure determinat on 
every two weeks during the last two months of pregnancy. <A patient can get 
eclampsia and die and have the funeral during that period. I have seen the blood 
pressure jump 50 points in six hours and mine jumped along with it. The first 
case I reported in this series was a private one. Her blood pressure and urinary 
findings were normal on Thursday and she had the convulsion on Sunday. Our 
hospital cases have many of them been examined by a doctor or midwife within 
two weeks of admission, and the midwives particularly cannot understand how the 
condition developed since they were all right when last seen. Prenatal care will 
eliminate most of these cases but it will not prevent them all. 

Dr. Phillips raised the question of the high fetal mortality. In explanation I would 
say that only two babies in this series were at full term and they were both dead 
on admission, probably from the toxemia; the others were premature, from six 
and one half to seven months. We will certainly have a higher fetal mortality if 
we handle every case by the expectant treatment, and in some instances, particu- 
larly primiparae at term with live babies, an occasional cesarean section is justified, 
but as a routine procedure it carries a very high maternal mortality. We have not 
been very successful in temporizing in the preeclamptic conditions; 99 per cent de- 
mand some sort of interference. In reply to Dr. Miller’s question as to the effect 
of glucose infusions on the urinary output, I think it increases it. I have had no 
personal experience with veratrum viride either in the hospital or in private work. 
We use traction on the bag occasionally, especially in placenta previa, and we 
find it sometimes helps. I have not used quinine to accelerate labor after induc- 
tion for eclampsia; the patient’s stomach is usually upset and I am doubtful 
whether very much is absorbed. I agree with Dr. Newman that pituitrin does no 
harm and that its effect on the blood pressure is of no particular importance. I 
have never used as much morphine as he does; one grain in nine hours has been 
my limit. That is more than Williams advocates, though I have never understood 
his insistence on the smaller quantities. Dr. Miller stressed as little manipulation 
as possible in the first stage; I agree with him; I think we overtreated the last 
case I reported. Now we let the patients rest and we get better results. 


DR. W. E. LEVY, presented a ease which he deseribed as an ‘‘obsterical 
museum.’’ The patient was a white primipara, aged twenty-four, and a moron, 
who had preeclamptic toxemia, a borderline pelvis, a medical induction of labor, a 
low forceps delivery followed by a complete tear, pyelitis and septicemia. 

While debating how to deliver this patient because of her borderline con- 
traction while she developed preeclamptic toxemia, with a blood pressure of 172 and 
a heavy trace cf albumin. She was admitted to the hospital Oct. 31, 1924, and 
in spitte of rest in bed, diet, purgation and other aecepted measures failed to im- 
prove in any way. Therefore on the fifth day after admission, when she was about 


eight months’ pregnant, labor was induced by medical means (castor oil, quinine 
and pituitrin), partly because of the increasing toxemia and partly in the hope 
of delivering a viable child by natural means. Twelve hours later she went into 
hard labor and was delivered by low forceps after an episiotomy. A com- 
plete tear resulted which was immediately repaired. The child weighed seven 
pounds and was in good condition. 

Four or five days before delivery she had had pus in a eatheterized specimen 
of urine but not enough to justify a diagnosis of pyelitis of pregnancy. Twenty- 
four hours after delivery her temperature rose sharply to 105° and over, and the 
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rise was so abrupt as to make us suspect an aspiration pneumonia. Two examina- 
tions by an internist were entirely negative, but a catheterized specimen (bladder) 
was found to be loaded with pus. We then considered the temperature to be due 
to the previous mild pyelitis which had become acute under the strain of labor. 
The bladder urine was exceptionally foul, the left kidney normal but the right 
barely functioning. B. coli were present in the specimens from both kidneys. In 
spite of continued treatment the acute condition persisted. 

A blood culture was taken, which showed a colon bacillus infection, and was 
corroborated twenty-four hours later. About this time Gellhorn’s article on non- 
Specific protein therapy was brought to my attention, and as the patient did not 
respond to other measures we decided to employ this treatment. We gave her 5 
e.c. of ordinary boiled ward milk. There was no reaction, but three days later 
a second injection was followed by a chill and temperature rise to 104.6°. Her 
condition was fair for a couple of days, then grew bad again, and we gave her 
a third injection without results. Blood cultures were persistently positive. Sev- 
eral days later, when she failed to improve, we decided to use Young’s technic for 
the intravenous injection of mereurochrome. We estimated that she would require 
about 19 ¢.c. and gave her that amount. She had a hard chill, which we con- 
trolled with morphia, and a terrific diarrhea next day as well as considerable sore- 
ness of the gums, but for the first time her blood culture was sterile and forty- 
eight hours later a second culture was still sterile. Her temperature went down stead- 
ily and four days later was normal. She was rapidly improving when she suddenly 
decided to go home and no persuasions could keep her in the hospital. She left 
Dee. 4, 1924 with a normal temperature, a sterile blood culture, and a well-healed 
tear with a normally functioning sphincter. 

It is fortunate that in this case we did a medical induction of labor. If we 
had used eatheters or a bag we should certainly have had to consider the infec- 
tion as primary and the pyelitis as secondary. I cannot agree that quinine and 
pituitrin are not successful in the induction of labor, as we use it successfully in 
from 60 to 75 per cent of all our cases. As to the mereurochrome, it must have 
done the work. The patient had a violent reaction and immediately afterwards 
she had a sterile blood culture for the first time. I know that many authorities 
say that B. coli septicemias will get well of themselves if you let them alone, but 
this one was getting steadily worse. 


DR. P. B. SALATICH.—Such a violent reaction makes me feel that possibly a 
milder solution might be effective. It is logical to suppose that if you use half 
the amount you would have half the reaction. The violent reactions and ugly 
salivations reported after the administration of mereurochrome should make us 
use it very cautionsly. 


DR. W. D. PHILLIPS.—I agree entirely with what has been said about most 
colon infections getting well if you let them alone. I am interested in the 
possibility of the entrance of infection in this case through the complete lacera- 
tion. I have had two or three similar cases develop very ugly infections. 


DR. E. L. KING.—I have had very little experience with mereurochrome and 
am glad to hear a case reported in which it has been effective. I tried it in one 
ease at Charity in which the blood culture was negative but in which the diagnosis 
was unmistakably septicemia. The patient had a chill which lasted an hour. The 
woman was very sick then and had a violent diarrhea, and it took us about a week 
to get her back to her original very poor condition. It certainly did her no good. 
Perhaps we should have repeated it, as I think Young recommends, but I was so 
thoroughly disheartened with the original results I could not contemplate a sceond 
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DR. J. B. HEBERT.—I should like to ask Dr. Levy if he intended to give his pa- 
tient a second or even a third dose if there had been a recurrence of the chills 
and high temperature? I have treated one case with mereurochrome and with 
good results. About three months ago I had a case of infection following preg- 
nancy in a bicornate uterus, which gave me a great deal of anxiety. The patient 
was having the typical septic chills and high temperature and was a very sick 
woman. About seven days after the onset of the condition, I gave her 25 c.c. of 
one per cent solution, based on her body weight. She had a fairly strong reaction, 
but not a very violent bowel disturbance. A chill 48 hours later was followed by a 
second dose of mercurochrome, after which her recovery was uneventful. Admitting 
that the policy of noninterference with reference to active local and general meas- 
ures is possibly the most popular treatment for these conditions,.I should like to 
point out that the two negative blood cultures reported by Levy cannot be over- 
looked. 

DR. J. A. LANFORD.—Various dyes have been used in the treatment of septic 
processes, the dosage being based always on laboratory and experimental tests. 
Gentian violet, for instance, is quite deleterious to the growth of all Gram-positive 
cocci, especially the staphylococcus, and therefore it is used in septic processes 
due to that organism. Certain other dyes have a more marked effect on the growth 
of Gram-negative organisms, to which the colon bacillus belongs. The use of mer- 
curochrome is therefore selected for this group. This drug also retards the growth 
of the streptococcus. For the rational us of this type of medication you must de- 
termine very definitely your type of infection; if this is done, good results will 
follow more uniformly. Promiscuous injections will do more harm than good. 


DR. W. E. LEVY (closing).—I think it is the germicidal action of mer- 
curochrome which is effective as milk, which is a nonspecific protein, also 
gave a violent reaction. Replying to Dr. Hebert,-we did not intend to give the 
patient any more mercurochrome as long as her blood cultures remained sterile and 
as long as she was getting well symptomatically as well as biologically. Un- 
fortunately she left the institution and I am not sure that we can get her back, 
but she certainly left with a sterile blood culture and a normal temperature. I 
dv not think the infection was due to the tear, as she was running temperature 
before delivery and had some pus in her urine. You do not need many pus cells 
to put the case down as pyelitis. One of the worst cases of prepartal pyelitis I 
ever had, simulated appendicitis. She came in with high temperature, pain, nausea 
and a leucocytosis. She had only a few pus cells but the cystoscoped urine from 
the right ureter came out under pressure and her ‘‘appendicitis’’ was cured. 
Which reminds me that many patients come to operation for appendicitis who 
really have pyelitis. In the prepartal type mechanical drainage is all that is neces- 
sary. Washing out the pelvis of the kidney with an antiseptic solution in my opin- 
ion is wrong. The pelvis is already dilated and we dilate it many times more, the 
compressed epithelium is already suffering from anemia, to which we are adding 
a mechanical irritation. We have cystoscoped some 16 or 17 cases who developed 
pyelitis before delivery, left the catheters in 6, 8 or even 24 hours, putting them on 
the side opposite the affected kidney in order to remove the pressure of the gravid 
uterus, and they have all gotten well. In postpartal pyelitis in the acute stage 1 
do not hesitate to give large doses of urotropin. Recently I had a severe case of 
postpartal pyelitis at the Mercy Hospital; I gave her urotropin for four days and 
she had a perfect recovery. I have had five or six similar cases at Touro. 


Department of Reviews and Abstracts 


Conpuctrep By HuGco EHRENFEST, M.D., AssociaTE EDITOR 


Collective Review 


THE OBSTETRICAL LITERATURE OF 1924 
By J. P. GREENHILL, B.S., M.D., Cutcago, ILL. 


S in previous years, the obstetric literature of the year 1924 deals 

largely with conditions, the etiology of which or the treatment of 
which are still matters of controversy. Eclampsia remains ‘‘the dis- 
ease of theories’’ and the strife continues between those who favor 
radical therapy and those who prefer to be conservative. The treat- 
ment of placenta previa likewise remains a bone of contention; but 
in central Europe at least, cesarean section is being favored more and 
more for this condition. Operative obstetrics in general is being 
assailed and warnings are sounded that we are making labor patho- 
logic in far too many instances. The increased number of cesarean 
sections has called forth great indignation; but on the other hand, 
some individuals want to extend the indications for this operation 
still more. Further, among those who perform cesarean section there 
is no unanimity as to the best type of operation. The vast majority 
of operators in this country prefer the classic, while the minority here 
and the vast majority in Germany, Austria, Hungary and Switzerland 
prefer the transperitoneal cervical operation. In addition, throughout 
the literature there are many papers which elaborate and re-emphasize 
the everyday problems in obstetrics not only for the general practi- 
tioner but also for the specialist. 


PREGNANCY 


In a study of the human fallopian tubes during the menstrual cycle 
and pregnancy, Snyder? observed periodic changes which involved the 
height of the epithelium and the morphology of the nonciliated cells. 
The cyclic changes in the tubes are closely parallel chronologically to 
the alterations in the endometrium during the menstrual cycle. Preg- 
naney inhibits the cyclic alterations and the epithelium remains in 
the condition which is found in the premenstrual phase. 


In recent years the interesting fact has been established that the 
spontaneous contractions of the uterus as well as ofthe fallopian tubes 
show periodic variations in relation to the ovulation cycle. Wislocki 
and Guttmacher? observed peristaltic contractions of the musculature 
of the freshly excised internal genital tract of the sow and they be- 
lieve their observations further substantiate the suggestion that the 
tubal and uterine contractions play a réle in the transportation of 
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ova through the tubes into the uterus and the final spacing of the 
blastocysts in the uterus before implantation. 

The problem of sterility has always been a difficult one to solve for 
the obstetrician and the gynecologist. In recent years the Rubin test 
has been a great aid in helping to find the source of sterility in some 
eases and in curing sterility in others. Meaker* is of the opinion that 
there is a definite group of sterile women in whom the fallopian tubes 
are not sealed by adhesions and yet there is difficulty in forcing air 
through the tubes. He believes the factor which prevents the passage 
of the gas in these cases is a spasm of the sphincter-like cireular 
muscle of the interstitial portion of the tube and recommends that 
benzyl benzoate be administered to these patients before the insuffla- 
tion. If gas passes through the tubes after the use of benzyl benzoate 
in patients in whom gas could not be forced through the tubes with- 
out the drug, then such patients should take benzyl benzoate post- 
coitum. Stapler* believes there is some direct connection between the 
tonsils and the gonads and reports 14 eases in which pregnaney fol- 
lowed a tonsillectomy in previously sterile, young, married women. 
Macomber® divides the causes of sterility into four groups, namely, 
developmental, congestive, infective and constitutional. One-quarter 
of sterile women owe their sterility to developmental defects and these 
may be prevented by making mothers understand the dangers of over- 
taxing the nervous and physical powers during puberty and particu- 
larly during menstruation. Many eases of sterility of congestive origin 
are due to irregularities in the marital habits. Attention to diet, gen- 
eral hygiene, exercise and elimination of all possible foci of infection 
are important in the prevention of sterility and in recent times, nerve 
strain has become a definite cause of sterility or of low fertility. 

Naujoks® takes up the question of temporary sterilization in women 
and as indications mentions heart disease, pulmonary tuberculosis, 
Basedow’s disease, acute nephritis, pyelitis gravidarum, psychoses and 
hyperemesis gravidarum. In the literature are descriptions of twenty- 
three different operations devised for the purpose of producing tem- 
porary sterilization in women. In spite of the numerous operations 
performed there have been but two reported attempts to restore fer- 
tility and only one was successful. On the other hand, after many 
of the sterilizing operations the patients became pregnant. Because 
of this and beeause of the technical difficulties involved, the author 
favors the use of x-ray for the purpose of producing temporary steril- 
ity. Twenty-nine patients with pulmonary tuberculosis were sterilized 
in this way and no bad effects were noted. The only drawback is the 
inability to regulate definitely the duration of the sterility. 

In a discussion of the childbearing possibilities of women after 
gynecologic operations, Polak’ points out that 60 per cent of gyne- 
ecologic lesions are the direct result of poor obstetrie practice. In an 
effort to eure these women and others too many operations are per- 
formed. The eurette, which is used so commonly, has but two purposes 
in Polak’s eclinie—that of removing secundines from the uterus in 
aseptic, incomplete abortions before the eighth week and for diagnosis 
to determine the cause of bleeding in uterine hemorrhage. Sterility 
operations not only give poor results but often have unfortunate 
sequelae. This is particularly true of the curette, dilator, and stem 
which not only leave the woman childless but produce a chronic pelvic 
inflammation with a train of new symptoms. The Sturmdorff opera- 
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tion has been disappointing because after it, abortion has been more 
frequent, leucorrhea was not always cured and not infrequently cer- 
vical dystocia complicated labor. Theoretically suspension of the 
uterus should have no ill effects on childbirth but practically it neces- 
sitates a large number of cesarean sections. When possible, operations 
on the childbearing woman should be deferred until she is finished 
having children. 

Peterson® has found roentgenography a valuable aid in making a 
positive diagnosis of pregnancy before the other positive signs are 
present. With his present technic he has been unable to obtain a 
fetal skiagram before the end of the third month. From a study of 22 
eases it was found that at least one-half of the roentgenograms should 
be positive from the fourth to the fifth month and all should be posi- 
tive beyond this period. 

Combined abortion and sterilization operations were performed by 
Diitzmann® on 69 patients without a death or complication. The opera- 
tion was performed as follows: After making an ordinary colpotomy 
incision, the peritoneum was opened, the uterus drawn forward and 
an opening made in it just above the internal os. After removing 
the ovum and packing the uterus the tubes were cut and the ends 
buried in the broad ligament. The uterine incision was then closed 
and a vaginal fixation operation performed, thus making the uterine 
incision extraperitoneal. 

In a series of 1000 cases of abortion studied by Hillis,’® there were 
20 deaths (2 per cent) of which 16 followed criminal abortion. Con- 
servative treatment gave better results than active therapy in the 
febrile cases. Gordon" studied 961 cases of abortion, of which 18 
died (1.9 per cent) and in this series also conservative treatment was 
the procedure of choice. 

It is the belief of Keller’® that the origin of hydatid mole lies in 
a malformation of the blood vessels of the chorionic villi and is char- 
acterized by a diminution in the number of blood vessels, by a lack 
of continuity in the branches of these vessels and by underdevelopment 
of the capillaries. 

Daly,™® who has been conducting a medical clinie in connection with 
the Chieago Lying-In Hospital and Dispensary discusses the heart in 
pregnancy. Among 4040 patients 117 showed heart disease. Of these 
only one died and less than 3.5 per cent suffered damage. The author’s 
experience with these patients has led him to believe that nearly every 
woman with organic heart disease can carry through pregnancy suc- 
cessfully. Prevention of trouble should be begun early in pregnancy, 
not at term. Delivery from below after spontaneous labor with ether 
anesthesia affords the easiest and best means of terminating labor in 
those patients who have no obstetric complications. Herrick,’* also 
an internist, emphasizes that medicine may contribute to obstetrics in 
the care of three general classes of patients, namely, those presenting 
infections, those with eardiae insufficiency and those with toxemias. 
As a general rule in the management of infections, the pregnancy is 
largely ignored and every effort should be made to prevent abortion 
during the acute stages of a serious infection. In the treatment of 
cardiae disease during pregnaney, the latter is ignored and the atten- 
tion is concentrated upon maintaining cardiac efficiency. The average 
pregnant cardiae patient responds to medical measures as well as the 
nonpregnant. The toxemias of pregnancy are divided into those asso- 
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ciated with renal insufficiency, those with cardiovascular instability 
and those with foeal infections. 

Among 118 parturient women in whom mental diseases occurred, 
Gregory’ found that manie depressive psychosis appeared 52 times. 
The great majority occurred during the puerperium, but this disease 
frequently occurs independent of the puerperium and in many eases 
its occurrence here is purely incidental. Other mental diseases which 
appeared in this series were dementia precox, epilepsy, psychosis with 
intellectual inferiority and mental deficiency and cases of infective 
exhaustion. The author insists that the term ‘‘puerperal insanity’’ is 
a misnomer and if permissible at all should be limited to the group 
of infective exhaustive psychoses because here only is there a direct 
relationship. 

As a cause of unfecund marriage, the gonococcus stands easily in 
first place according to Schumann.” There is a commonly accepted 
belief that the gonococcus is an active cause of puerperal sepsis but 
this in the author’s opinion is subject to grave doubt. Pregnaney in 
an untreated syphilitic may eventuate in the birth of a living and 
healthy infant in about one-half of the cases. If adequate treatment 
is employed, a woman may expect the birth of a healthy child with 
slightly greater chances of fetal mortality than had she not suffered 
from the disease at all. 

Among 349 colored pregnant women observed -by King,’ there 
were 59 positive Wassermann reactions (16.9 per cent) and among 
52 of these there was a fetal mortality of 46 per cent. The incidence 
of positive Wassermann reactions among 326 white pregnant women 
was 2.4 per cent. Bartholomew’ found three times as many abor- 
tions and premature labors and 17 times as many stillbirths in the 
syphilitic as in the nonsyphilitic patients he studied. Prenatal treat- 
ment resulted in one-half as many premature births, one-third as 
many stillbirths, one-seventh as many abortions and one-ninth as 
many infant deaths up to ten days as compared with the untreated 
cases. According to Belding and Hunter’? only one-third of the fetal 
deaths in serum-positive syphilities are due to syphilis. In prenatal 
examinations the sources of information have the following values 
in the detection of elinieal syphilis: history 52.5 per cent, husband 
20 per cent, clinical symptoms 17.5 per cent and evidence in previous 
children 10 per cent. The proportion of living children to total 
conceptions averages 69.7 per cent in women with a negative Was- 
sermann, 59.1 per cent in those with positive reactions and 29.7 per 
cent in those with clinical syphilis. Syphilis is responsible for 27 
per cent of all previous fetal deaths in women with positive Wasser- 
mann reactions and for two-thirds in clinical syphilitics. The pro- 
portion of fetal deaths due to syphilis must be between 5 and 7 per 
cent. 

A study of maternal syphilis made by Cruickshank*® for the British 
Medical Research Council revealed an agreement between the reaction 
of the mother’s blood and that of the child in 94.9 per cent. In this 
series all the children who at birth gave a negative Wassermann reac- 
tion continued to do so from 10 to 20 months afterwards; but the 
great majority of those who at birth gave a positive reaction. gave a 
clearly negative reaction when examined from three weeks to twenty 
months afterwards. This shows that the Wassermann reaction in the 
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newborn is of little value in proving the presence of congenital syph- 
ilis. In most cases a positive reaction in the infant’s blood at birth 
is due to the transfer of reacting substances to the fetal blood. These 
facts and the clinical examination of the infants in this series indicate 
that the incidence of congenital syphilis has been exaggerated by most 
recent writers and the estimates of less than 1 per cent are nearer the 
truth. There was no greater incidence of abortion in the positive 
group than in the negative one. Stillbirths occurred with only slightly 
greater frequency among the syphilitic women; but premature births 
were decidedly more frequent among those with positive Wassermann 
reactions. There was in addition a greater mortality among the Was- 
sermann-positive babies in the first few months of life. 

Ekehorn* is of the opinion that syphilitic endometritis is very com- 
mon among women suffering from syphilis. He maintains that once 
the disease has been established in the fetus it remains uninfluenced 
by treatment of the mother. This is due to the entire or almost entire 
lack of resistance of the fetal powers against infection. 

Lohlein*” examined the fields of vision in pregnant women and found 
during the last four weeks a constant and definite bitemporal diminu- 
tion in the field of vision. The greatest limitation was present at the 
time of labor and was found in 78 per cent of the gravidae examined. 
All the patients showed a definite improvement about the tenth day 
postpartum and in 80 per cent of the primiparae the fields had re- 
turned to normal at this time. In multiparae there remained a definite 
and permanent limitation of the fields of vision. This phenomenon is 
due to hypertrophy of the hypophysis which occurs during pregnancy. 
Very rarely is there such a degree of limitation in the fields of vision 
that the patient notices it. Holm,** on the other hand, examined 45 
pregnant women and found the field of vision diminished in only one 
patient. 

To speak of the glycosuria so regularly found in pregnant women 
after the ingestion of a large amount of glucose as a renal diabetes or 
as an alimentary glycosuria is not justifiable according to Ehrenfest”*; 
for the pregnant woman shows a weakness in her sugar metabolism 
only in a distinct lowering of her ability to assimilate properly one 
large dose of carbohydrates, glucose, levulose or even stareh. The cause 
of the glycosuria is most likely a prompt lowering of the renal thresh- 
old, required during pregnancy as a protective measure in the face of 
greatly accelerated sugar metabolism. From the clinical point of view 
pregnaney may be responsible for the development of diabetes mel- 
litus but the latter presupposes impaired pancreatie funetion ante- 
dating impregnation. Ehrenfest reports .a case of diabetes mellitus 
which began during pregnancy and he outlines the diagnosis and 
treatment of this disease during gestation, emphasizing particularly 
the value of insulin. Springer®® studied the question of diabetes in 
pregnancy from the point of view of oversized babies for which he 
believes'the diabetes is responsible. He reviews the literature and 
adds two eases of his own. One patient had no diabetic symptoms and 
only a trace of sugar in the urine during pregnancy, yet one month 
after delivery she died in diabetic coma. This case and that of Ehren- 
fest show that a true diabetes mellitus may arise during pregnancy. 
On the other hand, Lublin”* reports three cases of diabetes mellitus 
which followed a favorable course during pregnancy. 
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It is generally believed that specific therapy for malaria during 
pregnancy has a deleterious effect on the pregnancy. However, De- 
romps”? is convinced of the absolute necessity of administering quinine 
intensively for malaria during pregnancy, because malaria kills fetuses 
and produces abortions, because it may be transmitted to the fetus 
in utero and during labor may produce a febrile reaction and espe- 
cially beeause quinine affects the uterine musculature only during 
labor and does not stimulate contractions as long as the cervix is 
closed. Only about 18 per cent of women with malaria go to term 
because pregnancy is interrupted by the febrile reaction and by the 
death of the fetus. Intensive quinine treatment will prevent much 
of this. 

In an effort to reduce polyhydramnios Commandeur and Banssillon** 
gave a patient hypertonic saline solution (3 per cent) intravenously 
and noted both subjective and objective improvement. 

To the 16 cases of renal tuberculosis associated with pregnancy re- 
ported in the literature, Stevens®® adds two of his own. Like tuber- 
culosis in general, tuberculosis of the kidney is deleteriously affected 
by pregnancy. Regardless of the pregnancy, nephrectomy is indicated 
as soon as the diagnosis is made, if the infection is limited to one 
kidney; for pregnant women stand nephrectomy well. Pregnancy is 
permissible if the remaining organ is free from tubereulosis and fune- 
tioning normally after a period of two or three years. As regards 
tubereulosis of the genitalia in women, Fruhinsholz and Feuillade*® 
believe that if a eure is produced medically or surgically, pregnancy 
may follow. Occasionally genital tuberculosis and pregnancy may 
develop simultaneously with or without bad effects or the disease 
may start postpartum. Sometimes local symptoms are produced and 
at other times a general miliary tuberculosis results. The child is 
often born tubereulous and dies within a few months. The reviewer 
a few years ago studied 200 cases of tuberculous salpingitis which oe- 
curred at the Johns Hopkins Hospital and found that 60 per cent of 
the married patients had been sterile. Approximately one-fourth of 
the patients attributed the onset of their symptoms to some uterine 
activity, such as menstruation, pregnancy or miscarriage. 

It is not likely that gestation favors the appearance of acute ap- 
pendicitis for if this were so, Vignes*? asserts more cases of acute ap- 
pendicitis would occur among pregnant women. It is likely, however, 
that pregnancy has a bad effect on those women who have previously 
had attacks of acute appendicitis and should appendicitis develop 
during pregnancy operation is indicated just as in the nonpregnant 
state. 

Pernicious or hemolytic anemia of pregnaney which oceurs during 
the latter months of pregnaney and the puerperium has a high mor- 
tality in the initial attacks but does not recur if the patient survives. 
Rowland* reports a case which recovered. Early recognition is es- 
sential and if the course is progressive, pregnancy should be termi- 
nated. 

Eight patients with pernicious vomiting of pregnancy have been 
successfully treated with insulin combined with intravenous adminis- 
tration of glucose by Thalhimer.** Lequeux, Weill and Laudat* also 
report a ease of pernicious vomiting treated with insulin. For similar 
eases Miller®® strongly advocates the use of luminal of soda and at- 
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tributes the suecessful results to the release of the pylorospasm which 
he believes is largely responsible for the trouble. 

It is well known that after x-ray treatment especially in the region 
of the head, many patients complain of marked dryness of the mouth. 
This observation led Biermer* to use the x-ray in an attempt to check 
temporarily the function of the salivary glands in a patient with 
ptyalism of pregnancy. The patient who had been treated by various 
means, including psychotherapy and atropin, was subjected to the 
x-ray and the salivation rapidly subsided. Pregnancy continued to 
term without any complication. 

Blood chemistry studies were made by Stander** during pregnancy 
and it was found that the nonprotein nitrogen as well as the urea 
nitrogen content is less than in the nonpregnant woman. The uric 
acid is about the same as in the nongravid person, while the carbon 
dioxide combining power drops. In neurotie vomiting the figures show 
an inereased value for the nonprotein nitrogen and uric acid in the 
severe eases. The nonprotecin nitrogen inereases in nephritie toxemia 
hut the inerease is not so striking in the preeclamptie type of toxemia. 
In true eclampsia normal values are found for the nonprotein nitrogen 
and the carbon dioxide combining power. Urie acid is definitely in- 
ereased in all three types of toxemia, nephritic, preeclamptie and eclamp- 
tie. Bunker and Mundell®* found that chemical analysis of the blood 
in eelamptie patients yielded normal results; but every ease of neph- 
ritic toxemia showed nitrogenous retention. Greenhill®® pointed out 
that similar blood chemistry studies made at the Chieago Lying-In 
Ifospital on patients with toxemia yielded no more information than 
was obtained clinically. Tikewise the investigations of Plass*® have 
led him to believe that blood chemistry studies are at present of little 
or no practical assistance in the elinieal management of toxemie cases 
and that the older methods of examination, urinalysis, blood-pressure 
readings and ophthalmoseopy yield the most valuable information 
eonecrning the patient’s condition. Plass*t also points out that the 
period of immediate convaleseenee from the late toxemias of preg- 
ianey is usually associated with higher plasma nonprotein nitrogen 
values than is the period of the most acute clinieal signs. This blood- 
nitrogen rise is synchronous with a fall in the plasma protein per- 
centage, which indicates a plasma dilution. King and Dennis* found 
an accumulation of urie acid in eclamptie and preeclamptie toxemia 
but could not make a differential diagnosis between hepatie and renal 
toxemia. 

Baer and Reis** believe that capillary microscopy especially when 
associated with methylene blue and ‘‘freshet’’ tests gives another 
method that should prove of value in the differential diagnosis of the 
kidney of pregnaney and true nephritis complicating pregnancy ; 
whereas Smith*t believes that definitely abnormal retention of phenol- 
tetrachlorphthalein in a patient with toxemia of pregnancy suggests 
that the toxemia is a severe one and that it is of the preeclamptic 
rather than the nephritie type. An accurate estimate of the practical 
value of this test must await further investigation. 

A temporary but decided loss of central as well as temporal vision 
amounting to practical blindness at times has been noted in ocea- 
sional cases of toxemia of pregnancy. No gross renal, blood or ob- 
stetrie pathology is found in such eases, but Mills*® attributes the con- 
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dition to an acute obstructive renal stasis and edema or to the direct 
effect of relatively excessive pressure upon the optic nerve system or 
a combination of these factors. Symptoms, such as headache, nausea, 
vomiting and epigastric distress hitherto assumed to be preeclamptic, 
may arise from local intracranial pressure of the hypertrophied pituit- 
ary and from increased pituitary function. Cheney*® likewise studied 
the toxemias of pregnancy from the ophthalmologic standpoint and 
stresses the importance of routine examinations of the fundi. Obser- 
vation of toxemie patients will reveal the cases in which labor should 
be terminated; for fundus changes are found only in the severe cases. 

The classic belief is that fetal death in cases of toxemia of pregnancy 
is followed by an amelioration of symptoms. Powilewiez and Morace*’ 
analyzed 94 cases at the Baudeloque Clinie and found that 23 patients 
with toxemia improved after the death of the fetus but in 71 patients 
the albuminuria persisted up to the time the dead fetus was expelled. 
Miller*® submits evidence in favor of accepting the hypothesis advanced 
by Young in 1914 as to the importance of placental infarction in the 
etiology of the toxemias of the latter months of pregnancy. Young pro- 
fessed to show that the late toxemias resulted from absorption of 
products of early degeneration of a piece of placenta, the blood supply 
of which had been eut off. Miller attempts to show that in patients 
with placenta previa in whom subsequent to placental detachment de- 
livery is sufficiently long delayed to allow development of infarction, 
symptoms of toxemia arise. 

In a series of 465 cases of toxemia studied by Bunzel,*® labor was 
induced in 100. Of the 54 convulsive eases there were six maternal 
deaths and 28 fetal deaths. For the entire 465 eases there was a 
maternal death rate of 3 per cent and a fetal death rate of 28 per 
eent. Kellogg calls attention to a group of patients who show no 
clinical manifestation of chronic nephritis when not pregnant but 
who present symptoms of kidney insufficiency during each pregnancy. 
To this group he gives the name ‘‘recurrent toxemias of pregnaney.”’ 

The treatment of eclampsia is still the subjeet of much contro- 
versy. Stroganoff’ has recently again come forward with his eon- 
servative method of treating eclampsia. He outlines the procedure 
in detail and states that of 2208 reported cases of eclampsia treated 
by his method the total mortality was 9.8 per cent. Out of 253 cases 
treated under his own direction, the maternal mortality was only 2.4 
per cent. Beck*? and his colleagues have likewise refrained from in- 
terfering with the pregnancy in eclampsia. Reliance is placed upon 
large doses of morphine and massive phlebotomy. In 30 patients 
treated conservatively the mortality was 16.6 per cent, while in 18 
‘ases not so treated the mortality was 22.2 per cent. Among 253 
eases of eclampsia studied by Heinlein®* there was a mortality of 7 
per cent for those treated conservatively and 23.3 per cent for those 
treated actively; but almost half of the latter were treated with Bossi 
dilators. 

Among the advocates of active therapy in eclampsia are Fiirst®* 
who reports a series of eclamptics operated upon by the low or cervical 
cesarean section without a single maternal death and of the 31 viable 
children in the series there were only 2 deaths. Wagner,®® another 
advocate of the transperitoneal cesarean section for eclampsia, claims 
the results of the treatment by operation are not so good as they might 
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be because usually the decision to do a cesarean section is made late 
and the operation is reserved for critically ill patients who have been 
treated by other measures. The duration of the anesthesia and oper- 
ation and the after-care are important. Of 19 transperitoneal cesarean 
sections performed by the author for eclampsia not one patient died. 
Hagens®® likewise advocates emptying the uterus in severe cases of 
toxemia. 

In one of the most important papers of the year, Harris®? discusses 
the after-effects of the late toxemias of pregnancy. One hundred and 
eleven patients who had had toxemia during pregnancy or labor re- 
turned for further study one year after they had left The Johns Hop- 
kins Hospital. The study shows that we are not justified in assuring 
those who have suffered from eclampsia or preeclamptie toxemia that 
they may face future pregnancies without fear of toxemia complica- 
tions. Furthermore, the length of time the toxemie symptoms persisted 
seems to be a factor in determining the occurrence of permanent renal 
damage. This is of special interest in the management of preeclampsia 
as many patients with this complication are brought into the hospital, 
kept at rest, placed upon restricted diet and subjected to methods sup- 
posed to promote elimination. In view of the facts presented, it seems 
pertinent to inquire whether we may not seriously increase the chances 
of permanent renal injury by allowing pregnancy to continue too long. 
Permanent renal damage is much more likely to follow preeclamptic 
toxemia than eclampsia. When the signs and symptoms of toxemia 
persist for three weeks or longer after delivery, the chances of not 
having permanently damaged kidneys are minimal. The danger of 
chronic nephritie following preeclamptice toxemia is great (60 per cent 
in this series). ; 

Frey®® reports the seventh ease in the literature of the association 
of hydatid mole and eclampsia. The association proves that eclampsia 
may occur in the absence of a fetus. 

In a discussion of the question of obstetrie shock versus severe 
toxemia, Schickelé®® insisted that every case which presents symptoms 
of obstetric shock and terminates fatally should have a careful autopsy 
to exclude all possible lesions, especially pregnancy toxemia. He does 
not believe there exists a single instance which might qualify as a 
ease of obstetric shock analogous to surgical shock which is produced 
by large wounds with secondary absorption of toxic elements from 
the wounds. 

LABOR 


Renewed interest has been shown in the DeLee-Hillis head stetho- 
scope as evinced by the publications of Falls and Hunter,® and Moss** 
who have modified the original instrument and of Bartholomew*®? who 
likewise extols the use of the instrument in the early detection of 
fetal asphyxia. 

For economic reasons many people use rubber finger cots in making 
rectal examinations. Bacteriologic examinations made by Theodor 
of the uncovered portions of the hand after rectal examination showed 
numerous bacteria to be present. Pathogenic as well as nonpathogenic 
bacteria were found, hence rubber gloves should be used in place of 
finger cots. Reis** found that of the patients in labor who had been 
examined vaginally 47 per cent remained afebrile, of those who had 
been examined rectally 45 per cent remained free of fever, while of 


426 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


those who had no examination at all 56 per cent had no elevation of 
temperature. Pelvic infections occurred in 5.9 per cent of those exam- 
ined vaginally, 6.3 per cent of those examined rectally and 4.7 per 
cent of those not examined internally at all. The author feels that 
at least one vaginal examination is desirable in every case of labor. 

According to Druskin,® induction of labor is a justifiable procedure 
at any stage of pregnancy when the health or life of the mother is in 
danger. In contracted pelves induction after the thirty-sixth week 
compares favorably with cesarean section and for this purpose the 
eolpeurynter proved 5.25 times as reliable as the catheter. 

In a consideration of the conduct of the second stage of labor, 
Greenhill® emphasizes that in addition to a policy of watchful ex- 
pectanecy other factors must be considered. These are the matter of 
asepsis and antisepsis, anesthesia, protection of the life of the child, 
and preservation of the perineum. 

For several years at the Long Island College Hospital the almost 
forgotten abdominal binder as a substitute for pituitary extract in the 
second stage of labor has been used. Beck*®’ informs us that the 
special binder used shortens the second stage, diminishes the need for 
foreeps and reduces the fetal mortality. Burger®* claims that pituitrin 
in his hands is successful in 80 to 85 per cent of cases of primary and 
secondary uterine atony, slight cephalopelvie disproportion after com- 
plete dilatation of the cervix and fixation of the head and placenta 
previa lateralis after rupture of the membranes. He claims to have 
completely eliminated the use of high forceps by this drug. Jacoby 
is of the opinion that 0.2 ¢.c. of pituitrin is as effective as 0.5 ¢.c. and 
advocates the use of this drug early in labor and with frequent repeti- 
tion. Steinberg” believes pituitrin is indicated in prolonged labor, 
uterine atony and fetal complications, provided there is a normal 
pelvis, the head is engaged and the cervix completely or nearly com- 
pletely dilated. To him any indication for forceps is an indication 
for pituitrin. Opposed to these favorable reports is the statement 
by Williams™ that he has practically abandoned the employment of 
pituitary extract in the second stage of labor and resorts to operative 
delivery instead. He believes that in the hands of inexperienced per- 
sons pituitrin will do more harm than good. On the contrary, the 
drug is invaluable in the treatment of atonic hemorrhage following the 
third stage of labor. Williams cautions against the use of pituitrin 
to hasten the expulsion of the placenta as it may give rise to an hour- 
glass contraction of the uterus. This has not been the experience at 
the Chicago Lying-in Hospital where pituitrin is almost routinely given 
immediately after the child has been delivered. Pituitary extract com- 
bined with castor oil and quinine to induce labor has given Williams 
satisfactory results in more than 80 per cent of the cases. 

Gwathmey, McKenzie and Hudson” report 200 additional cases 
where labor was made painless by the use of magnesium sulphate given 
hypodermically and ether mixed with oil administered through the 
colon. With the first dose of magnesium sulphate, morphine is given 
and in general a high degree of efficiency is obtained. Heaney*® ** 
extols the use of ethylene-oxygen in obstetrics but cautions that care 
must be exercised to prevent explosions. 

A ease of delayed chloroform poisoning recently occurred in the 
obstetric department of The Johns Hopkins Hospital and Stander* 
reviews this and three other eases which occurred in that elinic. Three 
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of the four patients died. All four patients underwent operative de- 
livery lasting one hour or more and from two and a half to four 
ounees of chloroform had been administered. It is advisable to pre- 
seribe a diet rich in carbohydrates and milk and restricted in fats be- 
fore giving chloroform. 

In France a new analgesie drug, somniféne, has recently been used. 
Riss*® found that the drug was not toxie in the doses employed and 
that its analgesic action is undeniable but not constant. Because of 
the violent agitation which results, patients who receive this drug 
should be in a hospital under careful supervision. Dujol and Clément” 
claim that somniféne acts more as an anesthetic than as an analgesic 
and that it makes the patients appear toxic. 

From observation of 182 cases of dry labor, Brodhead**® concludes 
that dry labor should be attended by no harmful results either to 
mother or child in the absence of abnormal conditions, such as eon- 
tracted pelvis, relatively large child, malpresentation, prolapse of the 
cord, ete. 

A study of his own cases and a review of the literature convinced 
Abernethy” that direct delivery of the shoulders by. traction on the 
body in breech deliveries as first described by Miiller, yields better 
results than the usual method of delivering the shoulders by releasing 
the arms. 

Among 13,907 cases of childbirth studied by Haggstrém,®® there 
were 71 instances of prolapse of the umbilical cord, an incidence of 
0.51 per cent. In the series there were five times as many multiparae 
as primiparae and in 24 per cent the pelvis was contracted. In only 
66 per cent of the eases was there a head presentation and the average 
length of the cord was well over 70 em. There was a fetal mortality 
of 36.6 per cent. To treat prolapse of the cord Monash*! devised a 
repositor made of fabrice-reinforced rubber and having the form of a 
hollow elliptical ring with a long tail tube. 

In the Second Woman’s Clinic in Vienna among 72,000 labors there 
occurred 65 cases of brow presentation or 1 in 1108 births. Stiglbauer*®? 
tells us that most of the babies were larger than normal and that 25 
babies delivered spontaneously, of which 19 were born alive. Of the 
40 delivered by operative procedure 37.5 per cent died. The Kielland 
forceps proved especially valuable and the author believes these for- 
ceps will save many babies and make cesarean section in some of these 
ceases unnecessary. 

Vogel®* believes a Bandl’s contraction ring is favored by premature 
rupture of the membranes, by intrauterine manipulations and by pri- 
mary, irregular and painful uterine contractions. The dystocia pro- 
duced by Bandl’s ring is dangerous to the babies since most of them 
die during labor. Nareoties are to be used when the ring is a part 
of a general state of contraction of the uterus but where the ring 
is isolated, local mechanical dilating measures are best. 

From a ease of complete severance of the spinal cord which occurred 
during pregnancy and from experiments performed by Warren, Good** 
coneludes that the sympathetic nervous system and not the spinal 
cord controls uterine contractions. A patient may have the spinal 
cord completely severed and give birth to a baby normally and pain- 
lessly. Perfectly normal healing of the uterus and abdominal incision 
will take place if a cesarean section is performed. 

Injury to the coceyx is not an uncommon result of childbirth. J. C. 
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Hirst and Wachs** point out that in labor the patient who most often 
suffers from this injury is a primipara with a justo minor pelvis whose 
coecyx had probably been injured in an accident and whose labor is 
terminated by forceps. Every patient should be treated palliatively 
until six months after injury, to give the bone a chance to ankylose. 
When palliative measures fail, operation is indicated. 

The incidence of bacterial invasion of the uterine contents during 
labor by examining bacteriologic smears from the fetal part of the 
placenta and from the cord was undertaken by Goldsborough and 
Roman,**® who feel that with about 25 per cent of positive micro- 
scopic findings it is perhaps not unsafe to conclude that few if any of 
their placentae were actually sterile. 

Among legitimate obstetric operations none has been attended so 
frequently by air-embolism as procedures undertaken for the purpose 
of saving the mother’s life in placenta previa. In nearly all reported 
‘aSeS version was attempted and at about the time a foot was drawn 
through the cervix, the patient collapsed and died. According to 
Gough*? only one condition is necessary to produce death from this 
cause, namely, the admission of air in sufficient quantities to the 
sinuses in the walls of the pregnant or recently delivered uterus. 
Volkmann*® states that in the obstetric and gynecologic literature 
there have been reported 70 cases of venous air-embolism. 

B. C. Hirst®® condemns the axis-traction forceps in no uncertain 
terms and maintains that a certain degree of injury to mother and 
child is unavoidable no matter what the skill and experience of the 
operator. 

The Kielland forceps, about which much has been written in the 
German journals during the last few years, is still the subject of much 
discussion. Wyder® believes the new instrument is a definite improve- 
ment in the construction toward an ideal forceps and that it should 
supplement but not entirely replace the older type of forceps for the 
specialist. The general practitioner should have only one type of for- 
ceps, an old type, and he should know his limitations. Henkel® be- 
lieves that the value of the Kielland forceps while a very definite one, 
is being violated by errors in judgment regarding its use. Greenhill 
reports a case of abruptio placentae which occurred during the use 
of the Kielland foreeps and in a Collective Review® of the entire 
literature on the subject of these new forceps, he mentions that the 
weight of evidence is clearly in favor of the new instrument which 
differs from the ordinary type of forceps in being lighter in structure, 
in having a sliding lock and having only an extremely small pelvic 
eurve. Greenhill feels that the Kielland forceps are distinctly helpful 
when the head is above the spines of the ischia and also when the head 
is engaged but the occiput is not in an anterior position and cannot 
be brought into an anterior position manually. Where the head is 
engaged and the occiput is or can be rotated anteriorly he believes 
better results can be obtained with the Simpson foreeps. 

As in previous years there has been an international interest in the 
subject of cesarean section. In Germany, Austria, Hungary and 
Switzerland the low or cervical type of operation is decidedly the 
favorite. In the United States, England, France, Italy and the Seandi- 
navian countries, opinion is divided on the merits of the classical and 
cervical operations. J. C. Hirst and Van Dolsen** emphasize the ad- 
vantages of the low or cervical cesarean section in patients who have 
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been in labor a long time, who have been subjected to repeated exami- 
nations and in whom the membranes have been ruptured sometimes 
for days before interference is contemplated. It is in these cases that 
the classic operation is attended by too much danger. In a series of 
107 cervical operations there were two deaths, one from gangrene of 
the transverse colon and the other from acute cardiac dilatation. 
Cameron® who favors the classic operation attributes a large measure 
of his success to substituting craniotomy for cesarean section in cases 
where in addition to rupture of the membranes of many hours’ dura- 
tion there was also a probability of the existence of septic infection 
resulting from repeated vaginal examinations. After delivery of the 
child, Cameron inverts the uterus to insure complete evacuation of the 
uterine contents. Murray® lost no mother or child among 43 patients 
operated upon early with unruptured or recently ruptured membranes ; 
but he lost 10 mothers and 12 babies among 73 patients who were 
exhausted and infected. All the operations were of the classical type. 
Koster*? has modified the classic cesarean operation by sewing the 
edges of the parietal peritoneum to the uterus after delivery of the 
child and closure of the uterus. The author claims this permits the 
formation of a suspensory ligament for the uterus and provides for 
subsequent cesarean operations without the direct opening of the ab- 
dominal cavity. <A similar extraperitonealization of the uterine incision 
after the classic operation is described by Klingenfuss.** 

A new type of cesarean section has been recently described by 
Portes®® 1°° for infected cases. After opening the abdomen, the uterus 
is brought out of the peritoneal cavity and sutured to the abdominal 
wall all around. After incising the uterus and removing the child and 
placenta the uterus is closed. It is permitted to remain outside of the 
uterine cavity for a number of weeks and after the uterine wound has 
healed and there is no sign of infection, a second operation is per- 
formed to replace the uterus into the peritoneal cavity. In addition 
to four of these operations reported by Portes, two cases were reported 
by Berson,**? one by Guéniot,?® four by Cleisz’®* (with one death) and 
one by Vaudeseal.'** This operation is not really original with 
Portes for it had previously been described by Gottschalk. 

On the continent, among those who use the cervical type of opera- 
tion the vast majority prefer the intra- or transperitoneal type as 
opposed to the extraperitoneal operation. Huber’’* *° from a study 
of some reports in the literature and his own cases, found that of 51 
women who had been delivered by the intraperitoneal cesarean sec- 
tion, 28 women delivered per vias naturalis in subsequent labors, while 
23 had a second cesarean section. In the majority of these repeated 
operations the first sear could not be found. The author likewise 
found that of 36 women who had been delivered by the extraperitoneal 
form of operation, 17 were later delivered by the natural passages and 
19 had repeated cesarean sections; but the second operations were 
oceasionally difficult to perform because of adhesions. Although the 
above figures prove that the scar in both types can withstand the 
stress of subsequent labor almost equally well, Huber prefers the 
transperitoneal operation because of its many advantages. 

A. B. Davis’ performed the extraperitoneal cesarean section in 28 
types of presumably infected and mismanaged eases of prolonged 
labor. There was a maternal mortality of 7.2 per cent and a fetal 
mortality of 25 per cent. Davis deseribes a type of patient seen 
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rather frequently for whom it is advisable to ‘‘abuse’’ eesarean see- 
tion and do it early when it is comparatively safe for mother and 
child. The patients are usually of stocky build and appear healthy, 
Their external pelvic measurements are up to or above normal and the 
pubie arch may or may not be narrowed; but the pelvic makeup is 
only one side of the equation. Such patients usually give birth to 
large babies. They have occiput posterior and early rupture of the 
membranes and have long labors. Greenhill'’’ describes practically 
the same group of women, designated at the Chicago Lying-In Hos- 
pital as the Dystrophia Dystocia Syndrome and mentions the follow- 
ing as characteristic of these women: In the majority there are mas- 
culine characteristics or evidences of hypopituitarism and there may 
be a family history of dystocia. In general, the available space in the 
pelvis is slightly contracted but not sufficiently to make one think of 
a difficult labor from this one cause alone. Most of the patients are 
short and stout and have short forearms and stubby fingers. Many 
eo over term and often the membranes rupture early. The head re- 
mains high and the occiput is usually posterior. If attempts are made 
to hasten labor because progress is slow, the end-result is usually 
disastrous. For these patients cesarean section is advisable; beeause 
while the danger from abdominal delivery is usually greater than 
delivery from below, when we face the probability of a very difficult 
vaginal delivery, the delivery from below with its most probable 
damage to mother and baby does not really outweigh the advantages 
of a cesarean section. The author prefers the transperitoneal, cervical 
cesarean section (laparotrachelotomy) ; for this is decidedly less dan- 
gerous than the classic operation. 

From 1916 to 1922, Swift’ informs us, 95 women had repeated 
cesarean sections at the Boston Lying-In Hospital and 160 operations 
were performed. This series of repeated operations gave better results 
than the total number of cesarean section operations performed at the 
hospital; hence the risk of a repeated cesarean section is less than that 
of a primary operation. 

In a discussion of the subject of uterine scars, Munro Kerr? said 
that the results of the classic cesarean section were unsatisfactory be- 
sause of the rapid degenerative changes which occur in the uterine 
muscle, the necessity imposed upon the surgeon of using a ligature for 
hemostasis as well as to keep the surfaces in apposition and the fre- 
quent situation of the placenta on the anterior wall which causes an 
unsatisfactory condition for the healing of the sear. Kerr, therefore, 
advocates the use of the incision through the lower uterine segment. 
McIntyre?” studied a number of uterine scars after classic cesarean 
sections and found in most eases that the sear consisted of a con- 
siderable proportion of fibrous tissue and that the thickness of the wall 
in the line of the scar was diminished in nearly every case. In 
Hendry’s'"! series dense adhesions occurred in cases where the classical 
operation had been performed; whereas when the incision was made 
through the lower uterine segment there was not a single case in 
which adhesions occurred in the region of the sear. 

Four cases of rupture of the uterus after classic cesarean section are 
reported by Hillis.7* All of these occurred during pregnancy and in 
each case the rupture occupied the site of the previous sear. B. C. 
Hirst''* reports ten eases of rupture of the uterus from various causes 
(contracted pelvis, hydrocephalus, spontaneous, localized necrosis, in- 
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ternal manipulation, instruments through the vagina, perforation 
through the abdominal wall, version in a case of placenta previa, per- 
foration of the vaginal wall and imposition of weight on the abdomen). 

In their review of the operations for permanent enlargement of the 
contracted bony pelvis in women, Polak and Phelan*™* conclude that 
the female pelvis may be permanently enlarged by section of the 
pubie bones, resection of a portion of the symphysis and resection of 
the anterior portion of the promontorium; that al! of these measures 
carry with them a definite mortality and morbidity; that with the 
exception of pubiotomy, clinical experience is too limited to justify 
their general use and finally until we have additional data as to the 
fate of permanent enlargement and an improved mortality rate in 
these procedures, cesarean section will be accepted as a more rational 
operation. Stone’ reviews the literature of osteomalacia and reports 
a ease of an American negress in which cesarean section was neces- 
sary. Burgess** simplifies the classification of contracted pelves by di- 
viding them into four groups, namely, generally contracted, masculine, 
-achitic and those due to conditions outside the true pelvis. A study 
of 1935 cases revealed a high percentage of spontaneous deliveries, a 
high fetal death rate in version and extraction, the comparative safety 
of cesarean section, and the favorable results of induction of labor. 
Among 18 patients in whom pubiotomy was performed by Le Lorier*?” 
there was no maternal death but three patients had suppuration of a 
hematoma. Two babies died before leaving the hospital. 

A ease is reported by Forget'* where injection of the umbilical vein 
with water to produce separation of the placenta caused a severe chill. 
The author attributes this to the water which formed a retroplacental 
hydroma and forced its way into some uterine veins. 

According to Depken'’® the treatment of choice in placenta previa 
formerly was the metreurynter inserted intraovularly; but he now 
performs cesarean section in the interest of the child and he prefers 
the cervical operation. Since all the complications in placenta previa 
are due to overdistention of the site of implantation, Schoenholz?”° 
believes that the type of therapy chosen should be that which gives 
one control over the implantation site, which affords opportunity to 
cheek hemorrhage, which avoids overdistention of the lower uterine 
segment and which decreases the likelihood of postpartum hemorrhage. 
All these are accomplished by the cervical type of cesarean section. 
In the home, however, the Braxton-Hicks version is the best therapy. 
Schulte’*! favors the transperitoneal cesarean section for eases of 
placenta previa after the thirty-fifth week and the vaginal cesarean 
section before that time. Liebe’? likewise is of the opinion that opera- 
tive procedures give the best results for mother and child and he 
favors vaginal cesarean section also. 

Among the cases of placenta previa studied by Lynch,!** aceouche- 
ment foreé besides being the most frequent method used was likewise 
the one fraught with most danger to mother and child. On the other 
hand, the Voorhees bag placed extraovularly gave the best results. 
At the New York Lying-In Hospital among 591 cases of placenta previa 
there was a maternal mortality of 12.1 per cent and a stillbirth rate 
of 42 per cent. In the series the preference in therapy was given to 
gauze packing followed in most instances by an internal podalie ver- 
sion (354 eases). MePherson™* points out that no one thing has 
contributed more to the successful issue in the eases of placenta previa 
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as far as the mother is concerned than blood transfusion. Rhenter'*® 
studied 257 cases of placenta previa in which the maternal mortality 
was 4.6 per cent and the fetal mortality for the severe eases was 80 
per cent. Sieben’*® reports a case where a baby with bilateral club- 
foot and bilateral clubhand complicated placenta previa and perplexed 
him when he attempted to perform a version and extraction; for he 
mistook the clubhands for normal feet. Greenhill'** previously pointed 
out that the association of fetal monstrosities and abnormalities with 
placenta previa was not unusual. 

Polak’** is of the belief that ablatio placentae is more frequent than 
placenta previa. It is possible to differentiate between those cases 
which can be safely treated on the expectant plan and those which 
require rapid infrapelvie delivery or laparotomy and hysterectomy. 
In the majority of tragic cases the unprepared cervix offers an ob- 
stacle to infrapelvie delivery; hence after transfusing the patient, an 
abdominal operation should be performed. 

In thirty years of practice Polak has encountered four cases of pla- 
centa accreta and he and Phelan’*® show that though rare, placenta 
acereta is a pathologie entity, the result of an entire or almost entire 
absence of the decidua basalis which exposes the muscle of the uterine 
wall to the erosive action of the trophoblasts and penetration of the 
villi. Manual removal of the placenta is impossible and hysterectomy 
must be performed. 

(To be concluded in April number) 
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Selected Abstracts 


Gynecologic Operations 


Fothergill, W. E.: The Abdominal Incision in Pelvic Surgery. British Medical 
Journal, March 22, 1924, p. 515. 


The writer’s personal experience of gynecologic surgery dates from the time 
when all abdominal incisions were made in the middle line and were closed with 
through-and-through silkwormgut sutures. Incisional hernia must have been fairly 
common in those days, as it was usual for every patient whose abdomen had been 
opened to wear a belt for the rest of her life. Later it began to be the custom 
to suture in layers, first with silk, and later with catgut. Gradually the use of 
the belt was found to be unnecessary, and was dropped except in special eases. 

Many of the women treated in a gynecologic ward have, before operation, 
very defective and inefficient abdominal walls. It seems a pity, if the abdomen 
has to be opened for some other purpose, to close it again without taking steps 
to secure for the patient a better abdominal wall than she possessed before her 
operation. A long time ago, therefore, the author made it his rule to open the 
sheaths of the rectus muscles on both sides throughout the whole length of the 
incision. When this has been doue the inner edges of the recti come together and 
lie in direct contact as the wound is closed, and this without any injury to their 
nerves or to their blood supply. The union secured is muscle to muscle, and the 
so-called linea alba is done away with. 

He considers the incision in the midline below the umbilicus the best for 
gynecologic work, and it might be used with advantage by general surgeons 
when the diagnosis is not clear—as, for example, in cases of appendicitis and 
diverticulitis complicated by the results of infection of the pelvic organs—for 
the median incision cannot injure the muscle or the fascia as the lateral incision 
may do. It gives better access to both sides of the lower abdomen, and it ean 
be extended upward as may be desired. Further, it gives the opportunity for 
improving the patient’s abdominal wall in all women whose recti lie far apart. 


Frep L. ADAIR. 


Southam, A. H.: A Comparative Study of Abdominal Incisions. British Medical 
Journal, March 22, 1924, p. 515. 


The making of an abdominal incision is one of the most important steps in an 
abdominal operation. Certain incisions appear more liable than others to be fol- 
lowed by ill effects. An abdominal incision when properly made should afford 
free access to the affected organ and should at the same time inflict the least 
possible amount of injury on the structures of the abdominal wall. 

On the tonus of the abdominal musculature depends the maintenance of the 
positive intraabdominal tension which is of such great importance in retaining 
the organs in their normal relationship. 


Incisions through the midline have been and still are largely used for pelvic 
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operations. A low median incision is the commonest site of ventral hernia not 
preceded by infection. The general direction of the aponeurotie fibers in this 
situation is transverse, and every increase in intraabdominal pressure and every 
strong contraction of the lateral muscles tends to draw the edges of the incision 
apart, leading to a liability to ventral hernia. 

The transverse incision across the lower part of the abdomen is also employed 
in gynecologic work. The advantages of this incision are the strength of the 
resulting sear and that no nerves or muscles are damaged. Its main disadvan- 
tuges are the length of time required both to make and close the incision, and 
that without division of the muscles and ligature of the deep epigastric arteries 
it gives only limited space. 

The suturing in layers was a vast improvement, but left a linear scar continu- 
ous throughout all the layers of the abdominal wall. This can be obviated by 
dividing the tissues in different vertical planes so that the scars are covered by a 


sound layer above and so insure increased strength. Frep L. ADAIR. 


Schumacher: Iodizing the Skin in Laparotomy. Muenchener Medizinische 
Wochenschrift, 1921, xviii, 366. 


The author refutes the conclusion arrived at by Propping in which the latter 
advocates the nonemployment of tincture of iodine on the skin in abdominal 
operations because of the damage done to the serosa of intestines coming in eon- 
tact with the iodine. Schumacher reports that out of 2300 laparotomies only two 
had to be reoperated for ileus and the pathology found could readily be explained 
by the condition which necessitated the first operation. In many other cases in 
which the abdomen was opened a second time (not for obstruction) no very 
marked adhesions were encountered. As tincture of iodine was routinely em- 
ploved in the skin preparation in all these operations the author coneludes that 
its use is not contraindicated in abdominal section, at least where the Trendelen- 
burg position and isolation of the intestines with wet packs are employed. 


S. S. SoLitauca. 


Beuttner: The Technic of Peritonization in the Female Pelvis. Zecitschrift fiir 
Geburtshilfe und Gyniikologie, 1923, ]xxxvi, 1. 


The author emphasizes the importance of studying the methods employed by 
Nature in walling off pelvic inflammatory foci as a rational basis for procedure in 
postoperative peritonization. Use is generally made by Nature of the omentum 
and frequently of the bladder and sigmoid to wall off the pelvis from the intes- 
tines, and prevent an ascending infection of the peritoneal cavity. A careful 
review of the conditions found at operation, a limitation of the loss of serosa to 
the least amount that the operation will allow, and a careful estimate of the 
amount and location of serosal loss is of the greatest importance in satisfactory 
peritonization. The author divides the pelvie peritoneum into zones to facilitate 
this estimate. Ventrofixation, not as a correction for a misplacement but rather 
to stabilize the uterus against unequal pull from the scar tissue in one or the 
other broad ligaments, is often a valuable aid. Attachment of a serosal fold from 
the bladder or the anterior parietal peritoneum to the posterior upper wall of the 
uterus after a transverse excision of a fundal wedge may exert a similar stabiliz- 
ing effect in addition to the peritonization. 

Various other typical peritonizations are described and a number of cases pre- 
senting particular and unusual problems, but allowing use of the same general 


principles, are described and illustrated. MARGARET SCHULZE. 
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Culbertson: Use of the Sigmoid Flexure and Cecum in Pelvic Peritonization. 
Journal American Medical Association, 1921, Ixxvii, 772. 


Believing that adhesions to the ileum cause most distress, Culbertson prevents 
its descent into the pelvis by walling it off completely from above. This he ac- 
complishes by sewing the round ligaments together in the midline and attaching 
to their edge the sigmoid flexure and, if necessary, the cecum as well. The gut is 
attached by sewing through the appendices epiploicae. 

Culbertson bases his procedure on the fact that the sigmoid spontaneously walls 
off the pelvis in cases of inflammatory conditions about the adnexa. He has never 
seen any ill results from fixing this gut. The method is applicable in any case 
where operative work leaves the pelvis in a denuded condition, but especially 
after operations for extensive inflammatory disease of the adnexa. 


R. E. Wosus. 


Jayle, F.: The ‘‘Esplanade,’’ or Pelvic Reflex. La Presse Médicale, Paris, Aug. 


22, 1923, p. 725. 


The author has noted this reflex for many years, and states that it was so 
named by Richelot on account of its resemblance to a ery peculiar to some Jap- 
anese showmen on the Esplanade of the Paris Exposition of 1899. This charac- 
teristic, raucous cry is occasionally elicited in vaginal or abdominal hysterectomy 
in spite of the anesthesia, and has even been noted in healthy female subjects 
during coitus. The occasional case of vomiting of early pregnancy associated with 
retroposition, which is relieved by the correction of the displacement and the use 
of a pessary, is no doubt due to the same mechanism. 

The phenomenon is probably dependent upon irritation of the hypogastric 
plexus, which is in relation with the anterior wall of the rectum and with the 
sacrouterine ligaments; some of its fibers penetrate the uterine muscle. The reflex 
is produced by the interrelationship between this ganglion and others of the 
sympathetic system. It is very rarely elicited in the male; according to some 
writers, only when, in anal dilatation, the manipulation is carried as high as the 
prostate. E. L. KING. 
Fothergill W. E.: A Lecture to Graduates on Three Years of Pelvic Surgery. 

British Medical Journal, 1922, No. 3204, p. 830. 


The author considers pelvic infection and analyzes his method of treatment; 
also pelvic growths of which the fibroids were the most common. He had six 
deaths in 200 cases. He had 25 cases of cancer of the cervix, 12 inoperable, 13 
treated by total abdominal hysterectomy with no deaths. There were 23 eases 
ot cancer of the corpus all treated by abdominal hysterectomy with three deaths. 
There were 14 cases of ovarian carcinoma. Five of the 14 died from exhaustion. 
Of 114 cases with cystic and solid growths of the ovary and broad ligament, there 
were four deaths. Fifty-nine cases of retroversion were treated surgically by 
Webster’s procedure. He considers this the most satisfactory operation for retro- 
version. There were other miscellaneous operations, making a total of 545 ab- 
dominal sections with 18 deaths, or 3.3 per cent. This mortality could have been 
reduced by a more careful selection of the cases. Only three of the 18 were in 
ordinary good health when they sought treatment. The three in good health died 
from shock, embolism and pneumonia, and the pathologie factors which contrib- 
uted to the death of the other 15 were already present at the time of operation. 
Of the vaginal operations, 406 were operated for genital prolapse with permanent 
eure of 97 per cent. Other miscellaneous vaginal operations bring the total up 
to 809 cases. F. L. ADAIR, 
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Hartmann, Henri: The Amputation of the Cervix Uteri. Gynécologie et Ob- 
stétrique, 1922, v, 142. 


The author describes an operation devised by himself for the amputation of the 
cervix. He thinks the autoplastic amputation of the cervix is a good operation 
when properly performed. He believes it is not often necessary to have recourse 
to this operation but that it is the best treatment for large seclerotie and eystie 
cervices. F. L. ADAIR. 


Schmidt: The Late Results of Conservative and Radical Operations in Chronic 
Adnexal Inflammations. Zeitschrift fiir Geburtshiilfe und Gynikologie, 1924, 
Ixxxvii, 428. 


The author draws conclusions from a series of 162 cases of inflammatory dis- 
ease operated in the Bonn Clinic. There were 120 conservative operations: 31 
unilateral salpingooophorectomies, 39 bilateral salpingooophorectomies, 41 bilat- 
eral salpingectomies with unilateral oophorectomy, and 9 unilateral salpingo- 
oophorectomies with a salpingostomy on the closed tube of the opposite side. Two 
of these cases died, a mortality of 1.8 per cent. There were 42 radical operations: 
25 total extirpations, 9 supravaginal amputations of the uterus with bilateral 
salpingooophorectomy and 8 panhysterectomies with bilateral salpingectomy but 
unilateral oophorectomy. Two of these cases died, a mortality of 4.8 per cent. 
Seventy-two of these cases were reexamined, 45 after conservative and 27 after 
radical operations. In addition, written answers were obtained from 29 women, 
21 of the conservative and eight of the radical operations. 

From a careful study of the material the author concludes that operation 
should be entirely avoided as long as there is any fever. Elevation of temperature 
indicates renewed inflammatory processes and virulent bacteria. Three operations 
undertaken in the presence of low-grade fever resulted fatally from peritonitis. 

The radical operation yields about 30 per cent more of sastifactory results 
than the conservative. There were no bad results in any of the radical opera- 
tions, but these occurred in 21.5 per cent of the conservative. Radical operation 
is, therefore, the only procedure which will certainly free the patient of symptoms 
and restore her capacity for work. None of the conservative procedures will 
guarantee this. Disadvantages of the radical operation are: first, the greater 
seriousness of the intervention; second, the mutilation; and third, the final de- 
struction of all possibility of conception. These considerations, and particularly 
the two latter, will even yet frequently decide in favor of the conservative opera- 
tion, especially in young women desirous of bearing children, in spite of the fact 
that unilateral salpingooophorectomy gives the least chances of permanent cure 
and capacity for work and that plastic operations upon the tube are only rarely 
successful. MARGARET SCHULZE, 


Duroux, E.: Preliminary Vaginal Amputation of the Uterine Cervix in Total 
Abdominal Hysterectomy. La Presse Médicale, Paris, March 22, 1924, p. 258. 


The author claims that by employing this procedure an abdominal hysterectomy 
is 


greatly facilitated, and that the operation is not prolonged, the two interven- 
tions consuming no more time than a complete abdominal hysterectomy by one of 
the established methods. Furthermore, he claims that ‘‘the dangerous maneuvers 
of liberation of the cervix’’ are simplified, and that in eancer of the cervix, the 
dangers of insemination and of infection are minimized. 

The technic is as follows: the cervix is pulled down, and the vagina is incised 
circularly at its cervical attachment (this being done with a scalpel directed 
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toward the uterine tissuc). The collar thus formed is seized with forceps, the 
cervix is amputated, and the oozing checked by tamponing; if there is free bleed- 
ing, a clamp is applied to the bleeding point. The abdomen is now opened, and 
the hysterectomy performed. An assistant removes the vaginal clamps and the 
tampon from below. The vagina is now closed (after resection, in ease of can- 
cerous infiltration). Drainage may be employed, if deemed advisable. 


E. L. Kina. 


Dartigues, M.: Total Abdominal Hysterectomy with Direct Peritoneal Drainage. 
La Presse Médicale, 1921, No. 87, p. 861. 


The author describes the technie of his operation for hysterectomy with the 
insertion of a drainage tube through the abdominal wall and the vagina. 


F. L. ADAIR. 


Kelly: Drainage in Pelvic Abdominal Surgery. New York Medical Journal, 1921, 
exiv, 390. 


The author reviews the history of drainage in abdominal surgery. He feels 
that, although present-day methods have to a large extent limited the indications 
for drainage, it is still occasionally desirable. He would drain every case where 
infectious material had been spread or there had been soiling by bowel contents; 
in all cases where pelvic adhesions had been so extensive and firm about the floor 
and walls that the occurrence of considerable serosanguineous weeping seemed a 
certainty; always after removing a cancerous uterus, and he advises a small spe- 
cial drain in most cases of myomectomy where sometimes weeping and bleeding 
occur unaccountably. Although some would reverse this dogma, he says, when 
in serious doubt, drain. MARGARET SCHULZE. 
Dietrich, A.: Adenoma Formation in Abdominal Scars. Archiv fuer Gynackolo- 

gie, 1923, exx, 306. 

The author describes a case of adenoma formation in an abdominal sear follow- 
ing ventral fixation of the uterus. Only six other cases have been reported (R. 
Meyer, v. Franqué, Klages, Fraas, Lauche, Bergman). The author agrees with R. 
Meyer that these structures originate from serosa, and shows photomicrograms 


which demonstrate the development of the adenoma tissue from the serosa endo- 


thelium. RALPH <A. REIS. 


Frankenstein, K.: The Prophylactic Pouring of Ether into the Abdominal Cavity 
During Laparotomies to Induce Post-operative Intestinal Peristalsis. Monat- 
schrift fuer Geburtshilfe und Gynaekologie, 1923, lxii, 180. 


Since 1919 the author has poured ether into the peritoneal cavity in every 
patient on whom he performed a laparotomy. He uses ether not only in the 
infected cases but also in the clean cases because of the extraordinary stimula- 
tion of intestinal peristalsis which it produces. Most of the patients pass gas the 
day after operation without any pain. From 30 to 50 c.c. of ether are used in 
each case and poured into the abdominal cavity before beginning to sew the peri- 
toneum. 

It was found that the ether which is poured into the abdominal cavity passes 
into the general circulation and the patients remain asleep for a long time after 
the operation. The only ill effect noted in these patients was a frequent tem- 
porary tachyeardia during the first 24 hours after operation, but this disappeared 
spontaneously in every case. 
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A further advantage of this procedure is the prevention of adhesions. Of the 
423 patients so treated, 69 per cent were seen again after operation. In only one 
ease could clinical evidence be elicited of postoperative adhesions and this despite 
the fact that in 15 per cent of the cases, pus had been found at operation. 


J. P. GREENHILL. 


Mayer: Postoperative Paralytic Ileus. Miinchener medizinische Wochenschrift, 
1924, Ixxi, 931. 


The author recommends a treatment which he feels has given him the best 
results with the condition. He introduced from 500 c.c. to 1000 ¢.c. of saline with 
4 c.c. or 8 ¢.c. pituitary extract intravenously, or if this is impossible, the drip 
method is employed. In 70 per cent of his 52 patients the bowels soon moved and 
so the existence of a mechanical ileus was improbable. However, in spite of the 
fact that he was able to get the bowels of so many of these patients to move, the 
majority of them died, but he considers 10 per cent recoveries as very good. He 
does not attempt to decide whether the ileus is mechanical or due to sepsis. If 
after the treatment here recommended no results are obtained, enterostomy is the 
next thing to be considered and should be employed as a last resort. 


A. C. WILLIAMSON. 


Giles: Some Gynecological Operations in Relation to the Life Assurance. The 
Lancet, 1923, eciv, 884. 


This address is based on the author’s original study of 1,000 cases plus the 
study of 3,000 additional cases. 

In general, two questions may be asked: first, what is the expectation of life 
after abdominal operation, and second, what is the state of health after abdominal 
operation. In formulating an answer to the first question, the exact conditions 
present at the time of the operation must be available. With reference to this, 
it is most important to know whether or not malignant disease is present. The 
writer considers the life expectation after operation for carcinoma and for benign 
tumors, inflammatory conditions and other procedure. 

In reply to the second question, the author found that 72.5 per cent of patients 
operated upon expressed themselves as being in very good health. It is extremely 
interesting to know that the highest percentage of cases of very good health 
oceurred in patients where the appendages on both sides were removed. The 
lowest percentage was in cases where the appendages were removed only on one 
side. Hysterectomies for benign conditions, ventrofixations, myomectomies, also 
showed a very high percentage of very good health following the operation. 

Where a unilateral salpingooophorectomy was done, pathology sufficient to 
require further operation on the other tube and ovary occurred in 10.9 per cent 
of the cases. It was further found that the memory was somewhat affected by 
operation. The degree of this involvement was determined largely by the dura- 
tion of the operation. About 70 per cent of the patients regained normal health. 
The highest proportion of the cases was found where conservative procedure and 
complete removal of the organs had taken place. Unilateral operations of the 
uterine appendages show the lowest proportion of complete recoveries, the chances 
of complete cure being subordinate to the preservation of the functions of woman- 
hood. There may be a disturbance of the nervous system, as shown by the affee- 
tion of the memory. In most cases this is temporary, in a proportion varying 
from 18 per cent where the operation was of short duration, to 50 per cent where 
the operation was of long duration. There is a risk that further operation may 
be required in about ten per cent of cases. This includes the direct sequelae of 
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the operation and independent conditions in about equal proportions. The risk is 
greater after operations for inflammatory disease of the tubes, and after unilateral 
operations of the tubes and ovaries. 

Cases where operations for malignant disease have taken place must be regarded 
as bad life risks. After operations for inflammatory disease the expectation of 
life is fairly good, but is impaired by the liability of sequelae. Patients who 
have had benign tumors removed may be considered as good life risks, as the 


chance of complications which may lead to a fatal result, is negligible. 


NORMAN F. MILLER. 


White, C.: Instruments Left in the Peritoneal Cavity. The Clinical Journal, Lon- 


don, 1923, Jii, 553. 


The case reported is that of a woman of fifty referred because her doctor found 
a sharp pointed body in the cervix. She had consulted the physician because of 
acute pelvic pain. Nineteen years previously an abdominal operation had been 
performed for an abdominal tumor. Eighteen months before the author saw he 
a second operation had been performed to relieve symptoms but the patient was 
told that the adhesions were too dense to allow anything extensive to be done. 
The author removed a hemostat whose points had eroded the uterus above the 
bladder reflexion and the handles had eroded the pelvic colon and were in the 
cavity of the gut. She died some six weeks later from an attack seemingly of 
anaphylactic origin. 

In a second case the writer removed a bone penholder from the peritoneal 
eavity which had been introduced through the vagina and remained in the cavity 
about ninety hours. Recovery was uneventful. 

A canvass of the surgeons of Great Britain showed that there were forty-four 
cases of this type who had been operated with eleven deaths. Among the thirty- 
three patients who recovered, the foreign body had remained in the peritoneal 
cavity up to 7, 12, 15 and 19 years. Twenty-six were treated by second opera- 
tion, and in the remaining seven the instrument was passed through a sinus or 
per rectum. The operation was performed within a few hours in 5 cases; within 
forty-eight hours in 4 cases; within a few weeks in 8 cases; and in the remaining 
9 during periods ranging from six months to many years. The author urges large 
packing rolls instead of sponges, and the number of instruments to be kept at a 


minimum with an easy system of checking and accounting for them all. 


A. C. WILLIAMSON. 


Chifoliau: The Operative Risk in Surgical Treatment of Uterine Fibroids, Le 
Progrés Médical, 1924, No. 42, p. 622. 


The conclusions of this paper are based on the results of all operations for 
fibroid tumor of the uterus performed by the author during the last twenty years. 
The cases are divided into two groups, those from 1904 to 1914, and those from 
1919 to 1924. In the first group there were 145 cases with a mortality of 13.7 
per cent while in the second there was a mortality of less than 1 per cent in 194 
cases operated. 

Of the twenty deaths occurring during the first period, 13 were due to infection, 
5 to embolism, 1 to hemorrhage, and 1 to chloroform anesthesia. The hemorrhage 
oceurred following the removal of hemostats on the third day after a vaginal hyster- 
ectomy. In this connection Chifoliau points out the necessity for great precaution, 
believing that it should be done in the operating room and with good vaginal 


exposure so that the pedicles may be reclamped if necessary. 
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Massive pulmonary embolus occurred on the second, ninth, fourteenth, and twenty- 
second day. There were no prodromai symptoms. The author does not believe that 
embolus is a complication of operation for fibroid any more often than for any 
other intraperitoneal operation. He also points out the possibility of some asso- 
ciated infection being an etiologic factor in these cases, and therefore states that 
operation should not be carried out unless such infection is completely healed. 

The majority of the thirteen instances of infection were rapidly developing 
cases of peritonitis which occurred on the fifth or sixth day. The remainder occurred 
somewhat later, starting as either an abdominal wall infection or a pelvie abscess 
and resulting in distant foci of infection. This complication occurred only where 
the fibroid was associated with some infective process of the pelvie organs. 

In the second series the one death which occurred took place on the ninth day 
and was due to uremia. Here again Chifoliau brings out the advisability of careful 
study of the urinary tract as he has found that the blood urea is often elevated in 
women suffering from uterine fibroids. 

The necessity for careful examination of the patient and the choice of proper 
anesthetic is emphasized. In young individuals with no complications ether is pref- 
erable. In older and more adipose patient chloroform is used. In cases where 
there is evidence of kidney damage, nitrous oxide is the anesthetic of choice. 
Spinal anesthesia is not advocated because of the possibility of cerebral complica- 
tion. THEODORE W. ADAMS. 


Lecene and D’Allaines: The End Results of Partial Hysterectomy, Journal de 


Chirurgie, June, 1924, xxiii, 628. 


In June, 1922, these authors had published their technic for supraisthmic hysteree- 
tomy with conservation of one or both ovaries and removal of the tubes. They 
claimed that the advantage of this operation lies in the preservation of the menstrual 
function if two to three centimeters of the uterine mucosa is left. 

After following carefully 74 cases in which this type of operation was done they 
come to the following conclusions: (1) Fundal hysterectomy in women under 40 
years of age insures preservation of menses without serious menopausal symptoms. 

2) The operation is indicated in all cases where it is possible to conserve one 
ovary or part of an ovary with good blood supply. (3) Fundal fibroids, multiple or 
nonenucleable; chronic bilateral inflammations; or tubal pregnancies are indications 
for this procedure. (4) Where there is danger of active peritoneal infection it is 
not felt that this operation is not indicated. THEODORE W. ADAMS. 


Maxwell, Alice Freeland: Fate and Function of the Ovaries after Hysterectomies. 
Journal of American Medical Association, 1924, Ixxxiii, 663. 


The menopausal symptoms of 500 hysterectomies with and without removal of 
the ovaries were studied and compared with the symptoms in natural menopause. 
After surgical removal of both ovaries all vasomotoric symptoms were found to be 
increased. In instances where the ovaries or parts of them could be retained, the 
frequency of the symptoms equals that of normal menopause. Normal and surgical 
menopause have an average duration of two and one half years. The importance 
of retaining a healthy, well vascularized part of an ovary is emphasized. The 
writer believes that women with low hemoglobin values are more likely to develop 
postoperative disturbances. GROVER LIESE. 


Book Reviews 


THE MEDICAL SCIENCES IN THE GERMAN UNIVERSITIES. A study in 
the history of civilization. Translated from the German of Theodor Billroth, with 
an introduction by William H. Welch. New York, Macmillan Company, 1924. 


THE DISTRIBUTION OF PHYSICIANS IN THE UNITED STATES. By 
Lewis Mayers and Leonard V. Harrison. General Education Board. New York, 
1924. 


BASAL METABOLISM IN HEALTH AND DISEASE. By Eugene F. DuBois, 
M.D., Medical Director, Russell Sage Institute of Pathology, ete. Lea & Febiger, 
Philadelphia and New York, 1924. 


REPORT OF THE SCIENTIFIC RESEARCHES ON THE VENEREAL DIS 


KASES. Published by the American Social Hygiene Association. New York, 1924. 


WERDEN UND WIRKEN EINES DEUTSCHEN FRAUENARZTES. — Lebens 


crinnerungen von A. Martin. Verlag von S. Karger, Berlin, 1924. 


DIE HELIOTHERAPIE DER TUBERKULOSE. Von A. Roller. Zweite ver 
mehrte und verbesserte Auflage. Mit 273 Abbildungen. Verlag von Julius Springer, 


Berlin, 1924. 


MANUAL OF OBSTETRICS. By John Cooke Tlirst, Associate Professor of 
Gynecology and Obstetrics, Graduate School of Medicine, University of Pennsylvania, 
ete., ete. W. B. Saunders Co., Philadelphia, 1924. 


CANCER DE L’UTERUS. Par Jean-Louis Faure, professeur de clinique gyné 
cologique a la faculté de médicin de Paris. Avee 113 figures dans le texte et 


t planches en chromotypographie hors texte. Librairie Octave Doin, Paris, 1925. 


GYNECOLOGY, MEDICAL AND SURGICAL. By P. Brooke Bland, Assistant 
Professor of Gynecology, Jefferson Medical College, ete., ete. With 644 illustrations, 
mostly original, including 48 colored text figures, and 12 insert plates, 10 of which 


are in colors. F. A. Davis Company, publishers. Philadelphia, 1924. 


LEHRBUCH DER GYNAEKOLOGIE. Von Professor Dr. W. Stoeckel, Uni 
versitaet Leipzig, und Professor Dr. K. Reifferscheid, Universitaet Goettingen. 
Voellig neubearbeitete 13. Auflage des Lehrbuches von H. Fritsch. Mit 445 Abbild 
ungen im Text und auf 50 farbigen Tafeln. Verlag von S. Hirzel, Leipzig, 1924. 

CANCER. HOW IT IS CAUSED; HOW IT IS PREVENTED. By J. Ellis 
Barker. With an introduction by Sir W. Aybuthnot Lane. New York, E. P. 
Dutton & Co. 1924. 

DISEASES OF THE RECTUM AND PELVIC COLON. By Martin L. Bodkin, 
New York. Rectal Surgeon, St. Catherine’s Hospital, ete., etc. Dllustrated. Seeond 
edition, revised and enlarged. New York. E. B. Treat & Co, 1925, 
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Items 


Historical Collection, Woman’s Hospital, New York, N. Y. 


Dr. George Gray Ward, Chief Surgeon of the Woman’s Hospital, 
would be very grateful for contributions of apparatus, instruments, 
books and other material dealing with the development of American 
gynecology. 

These are desired for the historical collection, for the display of 
which excellent arrangements have been made at the Hospital and will 
serve as a permanent depository for such material. Communications 
should be addressed to Dr. Ward, Woman’s Hospital, West 110th 
Street, New York City. 


European Clinic Tour 


The Inter-State Post Graduate Assembly Clinic Tour of American physicians to 
Canada, British Isles and France will leave in May, 1925. The clinics and demon- 
strations connected with this tour will include all the different branches and special- 
ties of medical science. 

The officers of the tour are as follows: President—Dr. Charles H. Mayo, 
Rochester, Minnesota. Chairman of the Orientation Committee—Dr. Addison C. 
Page, Des Moines, Iowa. 


Director of the Tour—Dr. William B. Peck, Freeport, Illinois. Secretary—Dr. 
Edwin Henes, Jr., Milwaukee, Wisconsin. 

The tour will start from Chicago by special trains on May 17. Physicians living 
in territory where it will be more convenient to go direct to Toronto will be provided 
with transportation direct to that city. May 18 and 19, will be spent in the clinics 
of the University of Toronto. 

May 20—Trip through the Thousand Islands and the St. Lawrence Rapids. 

May 21-22—The physicians will attend the clinics of the teaching staff of McGill 
University, Montreal, and on May 23 will sail for Liverpool, arriving in that city 
May 31. 

An intensive professional transatlantic program will take place on board ship 
contributed to by some of America’s most distinguished physicians. 

June 1 to 7—The physicians will be entertained in London. The clinic arrange- 
ments in London are under the direction of the Honorary Organizer, Mr. Philip 
Franklin, Honorary Secretary of the Laryngological Section of the Royal Society of 
Medicine, and Medical Director of the American Hospital, London; Sir John Bland 
Sutton, President of the Royal College of Surgeons; Sir Humphry Rolleston, Bt., 
President of the Royal College of Physicians; Sir William Arbuthnot Lane, Bt.; 
Sir St. Clair Thomson, President of the Royal Society of Medicine; Sir William Hale 
White, Retiring President of the Royal Society of Medicine; Mr. H. I. Waring, Vice- 
Chancellor of the University of London and Mr. W. Girling Ball. 
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June 8, 9, 10—The physicians will visit the clinics of Liverpool, Manchester and 
Leeds, alternating among these cities. At Liverpool, the clinic arrangements are 
under the direction of Sir Robert Jones, R. E. Kelly, F.R.C.S. and colleagues. 

At Manchester the clinic arrangements are under the direction of Sir William 
Milligan and associates. At Leeds, they are under the supervision of Sir Berkeley 
Moynihan and associates. 

June 11, 12—The physicians will visit the clinics of Dublin, where arrangements 
are under the general management of Sir William DeCourcy Wheeler, Sir William 
Taylor, Sir Arthur Ball, Sir Robert Woods and their colleagues. 

June 13, 14, 15—The physicians will be the guests of the members of the teaching 
staff of Queen’s University of Belfast. The following committee of arrangements 
has been appointed and accepted to arrange clinics and demonstrations: Prof. An- 
drew Fullerton, Mr. Thomas Sinclair, Prof. W. W. D. Thomas, Prof. R. J. Johnstone, 
Prof. C. G. Lowry, Prof. J. E. MacIllwaine, Dr. A. J. Craig, Dr. H. Hanna, Prof 
Symmers, Dr. Thomas Houston and Dr. 8. Boyd Campbell. 

In presenting the clinics and demonstrations the teaching staff of Queen’s Uni- 
versity will be associated with that of the Royal Victoria Hospital. 

June 16, 17—The physicians will be in Glasgow, where the clinics are now being 
arranged by Mr. Farquhar Macrae, Mr. J. H. Pringle, Dr. Findlay Cowan and Dr. 
John Patrick and their colleagues. On these dates excursions will be run to Ayr for 
families of the doctors and their friends. 

June 18, 19—The physicians will be guests of the Royal Infirmary of Edinburgh. 
Clinies are being arranged by Sir Harold Stiles, Sir Norman Walker, Sir Robert 
Philip and associates on the staff of the Royal Infirmary. 

June 20—The physicians will visit the clinics of Neweastle and the University of 
Durham. Mr. George Grey Turner, F.R.C.S., Sir Rutherford Morrison and other 
members Of the staffs of the hospitals and clinies of this city have charge of the 
clinic arrangements. 

June 22 to 27—The time will be spent in Paris. The clinic arrangements and so- 
cial functions here are under the supervision of Professors Tuftier, de Martel, Gosset 
and Delbert in surgery, Drs. Sebilean de Fourmentel and Lermoye in otorhinolaryn- 
gologie, Drs. Vidal, Chauffard, Sergent, Levaditi and Martin in medicine and Prof. 
Morax and Delapersonne in ophthalmologie. 

Social features include: A reception given by the Academy of Medicine; a large 
reception given in honor of the American physicians by the Municipal Council of 
Paris at the Hotel de Ville (City Hall); an evening reception by the Inter-Allied 
Assembly and a reception by Prof. Tuffier at his country home, which is located 
near Versailles. 

June 28—First sailing for home. July 4—Second sailing, permitting physicians 
to attend the clinies of Lyon and Strasbourg. 

This tour is open to members of the professions who are in good standing in their 
state or provincial societies and their families. No restriction of territory. This 
invitation is understood to be extended to Canadian physicians as well as those of 
the United States. The association will also be able te take care of a limited number 
of lay friends of the physicians. The lay friends will be afforded every advantage 
offered the physicians, excepting attendance upon the clinics. 

For further information, write Dr. William B. Peck, Freeport, Tlinois. 
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